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Etiologically, every hernia can be assumed to 
be initially due to an anatomic and/or embryo- 
logic defect; consequently, its curability should 
be looked upon as a surgical challenge. The 
acceptance of the latter premise by our profes- 
sion implies that all hernias are curable. Conso- 
nant with this surgical concept, a recurrent her- 
nia intensifies that challenge. In reaching for the 
goal of progressively lowering the incidence of 
recurrent hernia, successive types of hernial op- 
erations have been devised to cope with the 
presenting weakness by augmenting the posterior 
wall in various ways. Similarly, it is obligatory 
that the operative procedure should not inad- 
vertently create another parietal deficiency that 
may ultimately lead to a secondary but unre- 
lated herniation. This potentiality, although 
rare, should be kept in mind when selecting the 
donor site in fascioplastic procedures. 

Some hernias lend themselves to correction by 
the simple expedient of ligation of the neck of a 
small indirect sac; others require additive repair 
of the relaxed posterior wall of the canal. There 
is a third but smaller group, comprising 5 to 6 
per cent of all hernias, that presents anatomical 
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weaknesses of such magnitude that adjacent or 
at times remote generic resources must be tapped 
for attaining solidity of its walls. This often neces- 
sitates replacement of fascial or ligamentous 
elements as a prerequisite to the cure of the 
hernia. It is the latter group of difficult hernias, 
though few in number, that has precipitated so 
much controversy as to its proper surgical man- 
agement. In general, the employment of gener- 
ically related tissues, such as fascial sutures or 
fascial grafts, has given the most satisfactory re- 
sults. 

Fascial grafts for repletion of the posterior 
fascial boundary of the inguinal canal surpass 
various heterologous materials, such as tantalum, 
steel mesh, and nylon, which have been em- 
ployed sporadically for replacement of the wall 
of difficult hernias. Often hernias falling in this 
category have had one or more unsuccessful re- 
pairs. As a rule, each operative failure not only 
compounds the reparative problem, but the pa- 
tient may become distraught and have mis- 
givings about the success of another operative 
attempt. Since there is no panacea for difficult 
hernias, recurrences are likely to continue but 
with decreasing frequency. It is the objective of 
the author to delineate clearly the indications 
for fascial grafts and to discuss some of the more 
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Table I.—cLASSIFICATION OF FASCIAL GRAFTS 
I. Pedicled: 


(a) On side: Berger pe 
Mattson 
Burton -1949—Inguinal 
ligament 
(b) On end: Cowell -1927 
(small) Turner -1933 
(c) Onend: Ach -1910 
(large) Wangensteen -1932 
8 bad -1937 Fascia lata 
Burton-Ramos-1940 
II. Free: 
(a) Patch: Kirschner -1909—Fascia lata 
Loewe -1913—Cutis 
Rehn -1914—Cutis 
Davidson -1936—Peritoneum 


Singleton and 
Stehouwer-1945—Fascia lata 
Koontz -1948—Heterologous 
(tantalum mesh) 
(b) Fingered: 


Gallie -1932—Fascia lata 
III. Sliding: 

Farr -1927 

Fallis -1938 

Rienhoff -1940 Rectus sheath 

Tanner -1942 


practical technical variants which have been 
employed in attaining a uniformly strong poste- 
rior wall of the inguinal canal. 

The criteria for use of a fascial graft in con- 
trast to a fascial suture are much the same; 
actually, the situation resolves itself principally 
into one of degree or extent of the anatomical 
weakness necessitating repair. For instance, in 
employing the former, the defect in the fascia 
transversalis, or the area of fascial attenuation, 
should be larger, reaching proportions which do 
not lend themselves to closure by apposition of 
the circumferential margins of the defect. Prop- 
erly placed relaxing incisions of the neighboring 
fascial condensations too often do not fulfill the 
requirements for attaining a uniformly resistant 
wall. Therefore, the fascial insufficiency of the 
posterior wall should preferably be corrected by 
replacement with a fascial flap or free graft. 
The most frequent site of attenuation of the 
fascia transversalis occurs medially adjacent to 
the abdominal ring, at the level of the inferior 
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epigastric vessels where they normally cross the 
floor of the canal. Lich and Samson (34) found 
this portion of the canal to be the area which 
was subjected to maximum intra-abdominal 
pressure. Any coexisting fascial weakness renders 
the posterior boundary of the canal more sus- 
ceptible to the expanding indirect herniation. 
As the abdominal ring dilates, there is con- 
comitantly compromise of the fascia transversalis, 
which in rare circumstances may involve the 
entire length of the canal. 

In order to understand the discussion on fascial 
grafts better and the principal techniques from 
which their source and placement have evolved, 
the classification in Table I has been found help- 
ful. 

The ingenious idea of turning down a fascial 
flap from the rectus sheath was first conceived 
and employed by Berger (4) in 1902, which was 
only a year following the initial introduction of 
the pedicled fascial suture by McArthur (36). 
Perhaps the most noteworthy contributions to 
the use of autogenous grafts were made by 
Kirschner (30) in 1909, and Gallie (21) in 1932, 
who successfully employed fascial transplants in 
the repair of very large hernial openings. Actu- 
ally, surgical results in the repair of difficult 
hernias had been so disappointing that such her- 
nias had not infrequently been classified as being 
inoperable. Cowell (13), in 1927, advocated a 
pedicled graft, chiefly for defects occurring in the 
lateral portion of the canal, but otherwise his 
views supported the principles previously enun- 
ciated by Gallie and LeMesurier (22) in 1924, 
on the rehabilitation and destiny of fascial sutures. 

An important detail in the placement of the 
graft involves the security of healing between 
the margins of the implant and the tissues in 
which it is imbedded. For instance, if silk is em- 
ployed for anchorage of the periphery of the 
graft to the boundaries of the defect, the suture 
must be done meticulously and only after all 
contacting surfaces have been cleaned of areolar 
tissue. Another equally important injunction is 
the avoidance of tension of the sutures that hold 
the periphery of the transplant. Increased taut- 
ness of the graft is permissible only when a fascial 
suture is used for its fixation. Consequently, if 
there is any doubt as to how much strain is likely 
to be imposed on the graft, either a living fascial 
suture, or multiple fingerlike sutures, are fash- 
ioned from the graft, and are used in weaving 
its edges to the margins of the defect. 


derl 
caus 
was 
ton 
tion 
tion 
was 
of t 
vari 
bri 
ol 
its 
em 
wa! 
(27 
act 
tec 
opt 
en 
the 

fas 
pee 


Pedicled On-Side Fascial Grafts (Fic. 1). The low- 
er segment of the incised rectus sheath and un- 
derlying fanned out muscle fibers were used 
jointly by Bloodgood (5) in 1899 for reinforcing 
the posterior wall of the canal at its inferior 
vulnerable angle. The fascicular component, be- 
cause of the abnormal angular pull to which it 
was subjected, did not function for long in its 
new position, gradually undergoing fragmenta- 
tion and ultimately serving no useful purpose. 
Consequently, with these cumulative observa- 
tions, the displacement of the muscle fasciculi 
was found to be impractical for augmenting the 
floor of the canal and the fascicular component 
of the maneuver was subsequently abandoned. 
However, the principle of transposition of the 
anterior rectus sheath has steadfastly withstood 
the test of clinical experience, but it, too, has 
undergone many technical modifications. Be- 
cause the sheath lends itself to many adaptive 
variants, it has continued to serve as the most 
frequent donor site of supplementary fascia for 
bridging or implementing the floor of the canal. 
In the most frequently used method the trans- 
plant is pedicled on its side and thereby retains 
its normal anatomical attachment lengthwise 
and in effect functions as a winged fascial flap 
or graft. 

Berger (4), in 1902, was the first surgeon to 
employ the rectus sheath exclusively for the re- 
placement of a defective posterior canalicular 
wall in hernia repair. One year later Halsted 
(27) used a similar technique chiefly to counter- 
act the posterior mural weakness due to con- 
joined aponeurosis deficiencies. Since the two 
techniques are basically alike and were devel- 
oped almost simultaneously, although conceived 
independently, we have chosen to refer to them 
jointly as the Berger-Halsted operation. Strangely 
enough, there were no substantial departures 
from the on-side, or hinge, technique of reflecting 
the rectus sheath for almost 40 years until Estes 
(17), in 1941, stressed the importance of the po- 
tentially vulnerable spindle-shaped area created 
at the lateral border of the rectus muscle by this 
maneuver. To reinforce this area Estes proposed 
a unique means of lessening the chance of para- 
rectus herniation by suturing the margin of the 
inferior external aponeurotic leaf to the medial 
cut edge of the rectus sheath. This maneuver 
strengthens the parietal wall at its most suscep- 
tible point, which is at the base of the reflected 
fascial flap. 
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Fic. 1. Fascial grafts, pedicled on side. 


Hitherto, the level of the posterior wall of the 
inguinal canal had consistently followed that 
established by Bassini (3), who used the shelving 
edge of the inguinal ligament as anchorage for 
either the retracted fascial margin of the posteri- 
or wall or the transposed rectus sheath. In real- 
ity, the inguinal ligament technique bisects the 
currently recognized trihedral space (8). It was 
Mattson (40), in 1946, who proposed deepening 
the first line of defense of the repair by attaching 
the reflected sheath to Cooper’s ligament. His 
technique was based upon the following reason- 
ing: (a) pectinealization of the rectus sheath 
results in earlier cushioning and more effective 
dispersion of the intra-abdominal force; (b) the 
resultant abdominopectineal angle becomes 
more acute, which further augments its shunting 
potential; (c) with the sharp descent and deeper 
placement of the parietal wall there is greater 
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Fascial graft, pedicied 
on end, sinoil. 
Torner) 


Tain Sartarrus 


Fosciol gratt, pedicied 
on end, lorge. 
( Burton and Romos } 


initial resistance to the intra-abdominal pres- 
sure; (d) since Cooper’s ligament is denser than 
the inguinal ligament, it provides another means 
of attaining greater security of anchorage for the 
parietal wall. Because the rectus muscle and the 
inguinal canal converge at the pubic spine, grafts 
of the anterior rectus sheath have a tendency to 
narrow inferiorly; but coincidentally Cooper’s 
ligament becomes more shallow in this area. To 
allay any apprehension that the rectus muscle is 
weakened by the transposition of its sheath, it 
has been shown by Koontz (31) that the latter 
may be resected with impunity, since its re- 
generation occurs promptly with only temporary 
functional impairment. 

Another type of graft which ordinarily is not 
thought of as such, and which is being used 
routinely in our clinic in all repairs of Cooper’s 
ligament, is the inverted inguinal ligament (7). 
Its turned down edge is sutured to the anterior 
surface of Cooper’s ligament. This maneuver 
actually bridges the triangular space between 
the recurved portion of the inguinal ligament 


Fosciol groft, pedicied 
on end, large. 
Wilmoth ) . 


Fic. 2. Pedicled on-end fascial grafts. 


and the superior pubic ramus. In effect, the re- 
positioned inguinal ligament becomes the in- 
ferior boundary of the trihedral space. Conse- 
quently, it may be rightfully classified as an 
on-side fascial graft. Moreover, the inverted 
inguinal ligament graft forms one component of 
the subsequently synthesized wall in the com- 
bined inguinopectineal operative procedure, 
which further augments the security of Cooper’s 
ligament hernia repair. 

Pedicled On-End Fascial Grafts (Fic. 2). There is 
wide variation in the size of these grafts. For the 
sake of clarity it seems clinically advantageous 
and practicable to consider them as falling into 
two categories: those averaging 4 to 5 cm. in 
width and those measuring 6 to 10 cm. in width. 
The donor site of the on-end pedicled graft, in 
contrast to the on-side graft, is generally more 
distal to the inguina and is usually taken from 
the fascia of the upper anterolateral surface of 
the thigh. Almost the entire fascia lata, to within 
a hand’s breadth of the knee joint, may be 
transferred without compromising the function 
of the thigh. Because of their greater density and 
unsurpassed tensile strength, grafts of the ilio- 
tibial tract have no biological equal in main- 
taining mural stability. Again, it is important to 
bear in mind the accessibility and anatomical 
relationship of the donor site to the inguinal 
canal in determining the most suitable com- 
pensatory fascia to use. Pedicled on-end grafts 
necessitate a secondary incision, but the func- 
tion of the donor structure is not affected by this 
procedure, or only temporarily during its re- 
generation. Cowell (13), in 1927, and Turner 
(57), in 1933, have been among the more en- 
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thusiastic proponents of the smaller on-end 
grafts. These grafts have been used chiefly in 
the closure or reinforcement of the interliga- 
mentous space, including the femoral ring, and 
less often for replacement of the inguinal liga- 
ment or the posterior wall of the canal. 

The technique of employing larger on-end 
grafts is traceable as far back as 1910 when Ach 
(1) reported his experience in raising a wide 
flap of fascia lata subjacent to the inguinal liga- 
ment. In reality, the initial pedicled flap con- 
sisted of only the anterior fascial envelope of the 
tensor fascia femoris muscle, which was trans- 
planted to the floor of the canal. The superim- 
posed graft strengthened the attenuated fascia 
transversalis and in some instances replaced the 
entire fascial stratum of the posterior wall. 
Wangensteen (60), in 1932, modified and 
popularized Ach’s technique to include pro- 
gressively larger and longer grafts of fascia lata, 
and extended their scope to the repair of huge 
ventral hernias. Wilmoth (62), in 1937, focused 
attention on the necessity for replacement of an 
insufficient inguinal ligament and simultane- 
ously bridging the interligamentous space, es- 
pecially in cases having thin medial lacunar 
ligaments and coexisting inguinofemoral bulg- 
ings. The operation of Wilmoth gave increased 
impetus to the idea of transposing the tensor 
fascia lata and its enveloping fascia to the 
inguinal area. The transplant is sutured length- 
wise to Cooper’s ligament posteriorly and to the 
remnant of the inguinal ligament anteriorly. 
Having in mind the management of the larger 
fasciomural defects, Burton and Ramos (9), in 
1940, employed a massive pedicled fascia lata 
graft which was long enough to be doubled back 
on itself to form a dual fascial thickness for the 
floor. This technical variant is proposed only 
for hernial defects producing a disablement of 
much magnitude. After the graft is freed it is 
first passed through a prepared tunnel beneath 
the sartorius muscle to enter the inguina through 
an enlarged femoral ring. It may be necessary 
to dilate the femoral ring digitally preparatory 
to its passage. In some instances the graft is 
fingered to anchor it more securely to the 
parietal wall, particularly around the abdominal 
ring and the adjacent transitional boundary. 
The transplant, at times, must be of sufficient 
size to reinforce the entire posterior boundary of 
the inguinal canal and the lateral interligamen- 
tous space near the transitional angle. It is a 


useful reconstructive procedure in selected cases, 
but it has seldom been employed in our clinic 
during the past decade. The enthusiasm for this 
technique is on the wane, chiefly because it is 
long and tedious to perform, and the recurrences 
remain high. As Cooper’s ligament repair is a 
simpler procedure and more effective, it is pre- 
ferred in this clinic. 

Free Fascial Grafts (Fic. 3). Pedunculation of 
the graft imposes certain limitations on maneu- 
verability and ultimate placement, which do 
not obtain with a free or patch graft. The funda- 
mental observations of Kirschner (30) and 
Gallie (22) established the practicability of the 
free autologous graft of fascia versus one of 
tendinous origin. Moreover, there is a greater 
abundance of donor sites for the free strips, and 
their removal rarely causes dysfunction or harm- 
ful effects on the contributing structures. This 
has been aptly confirmed by Foshee’s (20) 
observations on the regenerated fascia at the 
donor site. 

An important feature in the practical applica- 
tion of a free fascial graft is that it is exceedingly 
strong when force is applied in the direction of 
its long axis. Gratz (25) has pointed out that 
most failures occurring in the use of fascial 
transplants are traceable to (1) lack of proper 
consideration of the physiological principles of 
stress and strain, (2) insecurity of their anchor- 
age, and (3) the inherent quality of the unidirec- 
tional strength of the fascia. Incidentally, these 
characteristic properties of fascia were recog- 
nized in William Halsted’s clinic at the turn of 
the century (27). Unfortunately, these im- 
portant observations seem to have been for- 
gotten at times. 

There are two generally recognized methods 
of employment of the free fascial graft: (a) as an 
in-lay for replacement of defective fascial or 
fascicular stratum, and (b) as an on-lay for 
superimposition on the attenuated posterior 
wall. 

The in-lay method of placement of the graft is 
the most widely used. Its chief advantage is the 
deeper and more secure anchorage. In our ex- 
perience with this technique, it has given a uni- 
formly resistant wall and a lower incidence of 
recurrence. There is scarcely any limit to the 
dimensions of the gap that can be bridged by 
this method. 

Although there is integral survival of the autog- 
enous fascial graft (Gallie and LeMesurier, 22), 
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Free foscio! graft, 


( Kirschner 


it does not undergo metaplasia (Rehn, 48). It, 
therefore, follows that an on-lay transplant has 
little propensity to become integrated with the 
subjacent tissues upon which it is superimposed. 
Consequently, the on-lay fascial graft is rarely 
employed, in contrast to the greater enthusiasm 
for in-lay grafts. However, there have been ex- 


ceptions. Singleton and Stehouwer (55) have. 


reported favorably on their experience in using 
the on-lay method. 

Fingered Fascial Grafts (Fic. 3). The fingered 
fascial sheet of Gallie (21), in 1932, which in 
configuration is like the old-fashioned many- 
tailed abdominal binder, has been a most valu- 


ic. 3. Free fascial and free cutis grafts. 


able innovation in our hands, especially in the 
repair of inordinately large anatomical defects. 
The usual single sheet of fascia lata, 20 cm. in 
length by 10 cm. in width, is ordinarily sufficient, 
but occasionally another sheet paralleling the 
first may be inserted to bridge a large defect. 
Fortunately, one rarely encounters hernias of 
such magnitude. Nevertheless, we feel very 
strongiy that every surgeon should be familiar 
with the basic details of this technique. Aside 
frem good results in cases of large ventral her- 
nis, we have had admirable results following 
the repair of hernias through nephrectomy 
scars with this technique. The fingers of the 
graft may be placed around the last rib superi- 
orly and the inferior fingers through drill holes 
made in the crest of the ilium. However, the 
fingered graft does not lend itself so well to the 
reconstruction of the posterior wall of the in- 
guinal canal because of difficulty in anchoring 
the multiple digital processes securely to 
Cooper’s ligament. If the fingers of the graft can 
be made long enough to permit them to be tied 
across the defect anteriorly it greatly enhances 
the strength of the wall. In our experience the 
latter reinforcing maneuver is possible in most 
instances. 

Sliding Grafts of Rectus Sheath (Fic. 4). Two 
basic techniques have evolved through employ- 
ment of the anterior rectus sheath: the first em- 
ploys the on-side pedicled graft, which was 
initially introduced at the turn of the century, 
and the technical details of which have already 
been alluded to in this review, and the second 
employs the sliding graft. The principle of the 
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latter is to permit shifting of the rectus sheath 
(which is cephalad to the canal) inferiorly so 
that the conjoined aponeurosis can be sutured 
to either the inguinal or Cooper’s ligament with- 
out undue tautness and therefore facilitate firm 
fascioligamentous union. Unlike the reflected 
anterior fascial sheet, the sliding graft with 
proper technique does not create a potentially 
vulnerable spindle-shaped area at the lateral 
border of the rectus muscle. 

The surgeons who have played important roles 
in perfecting the sliding graft include Farr (19), 
in 1927; Fallis (18), in 1938; Rienhoff (50), in 
1940, and Tanner (56), in 1942. The technique 
is quite simple. It consists in making a vertical 
incision through the middle of the lower rectus 
sheath, which may be staggered or uninterrupted, 
according to the degree of relaxation required 
for ease of closure of the wall. Incidentally, 
Tanner (56) prefers a curved vertical incision 
with its convexity medialward. It is our opinion 
that the sliding graft procedure is a valuable 
adjunctive reparative maneuver and should be 
made use of more frequently. The surgeon who 
is alert to alleviating tautness of the suture line 
will find himself applying the principles of this 
technique with increasing frequency. The avoid- 
ance of toomuch suture tension is a greater factor 
inthe healing process thanis generally recognized. 

Cutis Graft (Fic. 3). Departing somewhat from 
the utilization of fascia but adhering to the same 
principles of reparative surgery, Loewe (35), in 
1913, and Rehn (47), in 1914, introduced cutis 
or dermal grafts in the repair of anatomical 
weaknesses, chiefly to complement the repaired 
wall in contrast to the usual stratal replacement. 
According to these authors the advantages of a 
cutis graft over fascia are: (1) more rapid revas- 
cularization and rehabilitation obtain, (2) meta- 
plasia occurs in response to the stimulus of ten- 
sion and pressure, (3) the inherent activity of 
the graft accelerates repair by encouraging im- 
migration of the cellular elements, (4) a cutis 
graft is available from most any area of the body, 
(5) it has much elasticity with multidirectional 
strength, and (6) it obviates any herniation at 
the donor site. With these comparative advan- 
tages of the cutis graft, it is difficult to explain 
the lack of popularity of this technique. There is, 
however, an apparent revival of interest in this 
type of graft. Ali (2), in 1954, reported a strik- 
ingly low recurrence rate with the cutis graft, 
but he also used strips of cutis as sutures to fix 
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ciel graft, sliding. 
( Foilig) 


the de-epithelized patch. The cutis graft by 
reason of its inherent quality of metaplasia is 
more frequently employed as an on-lay graft, to 
superimpose and complement an attenuated 
wall. Approximately 15 per cent of the hernias 
operated on in Ali’s clinic are repaired with 
cutis grafts. Uihlein (58) is convinced that the 
success of the operation with a cutis graft lies 
in the maintenance of continuous tension on the 
transplant from the time it is sewn in the defect. 
The development of a cyst 7 years after a cutis 
graft repair of a hernia was reported by Rutter 
(53). While this complication is not a new ob- 
servation it does tend to dampen the enthusiasm 
for the cutis graft. 

Peritoneal Grafts. Among other autogenous 


_ tissues which have been used as substitutes 


to bridge the defect in the floor of the canal is 
the peritoneum of the hernial sac. A sac that is 
hypertrophied, which is large and usually of 
long standing, provides another source for such 
a transplant. Levering (33), in 1935, showed 
that the saccular peritoneum has sufficient ten- 
sile strength to replace defects in the wall and 
will unite with fascia. However, the strength of 
peritoneal grafts is much less than that of fascia. 
Davidson (15), in 1936, reported a series of 12 
successful repairs and one unsuccessful repair 
with peritoneum used either as a patch or as 
suture material. Because of its diminished tensile 
strength and its predisposition to become at- 
tenuated, and since its cleavage is less strong, 
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the applicability of peritoneum as structural re- 
placement is very limited. 

Heterologous Grafts (Heterografts, Zoografts). 
These transplants consist of ox fascia lata cut in 
strips and preserved. They are then employed in 
the same way as living fascial sutures in the re- 
pair of hernia. Initially, it was thought that they 
would replace the latter. We are indebted to 
Koontz (31), Rosenblatt and Meyers (52), Egan 
(16), and Chandy (11) for their experimental 
and clinical research on the use of preserved ox 
fascia as sutures in hernia repair. The chief ad- 
vantage in the use of ox fascia was based largely 
on the ground of expediency. In the event pre- 
served fascial sutures could be made to serve 
equally as well as living sutures, much operating 
time would be saved in the repair and it would 
also obviate the inconvenience of making another 
incision for the extraction of the living sutures. 
Actually, the converse has happened. Living 
sutures have become easily obtainable by the per- 
fection of instruments for their removal, and, 
since they possess several important advantages, 
the use of preserved ox fascial sutures has become 
obsolete. A nonirritating implant made of light 
metal in the form of a mesh for anatomical re- 
placement offers more parietal resistance in large 
hernias of the abdomen. However, our experi- 
ence with this inert graft, comprising 20 cases, 
has not been encouraging. The recurrences in 
this group have been greater than with autog- 
enous fascial grafts. Should the tantalum mesh 
graft require removal because of one or more 
herniations through the fractured mesh, the sub- 
sequent repair is a much more formidable one. 

Homologous Grafts (Homografts or Isografts). 
There is something about the repair of a hernia 
which is perpetually stimulating and continuous- 
ly fascinating. The quest for a more perfect tech- 
nique goes on. Currently, a new lyophilized 
human or ox fascial suture has been proposed by 
Usher, Morris, and Self (59). Those who are in- 
terested in the details of the preparation of the 
lyophilized cutis graft are referred to this article. 
It represents a new method in the processing 
and preparation of preserved fascial sutures. 
But, as yet, it has not been in use long enough to 
permit any substantive conclusions. After the pro- 
posed transplant has been more widely employed 
by different surgeons, a mature opinion will 
undoubtedly develop in regard to its value. 
Whatever the outcome of this new innovation as 
an adjunct to plastic repair it can be expected to 
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give further impetus to the development of other 
ideas and concepts in respect to the utilization 
of various plastic materials. 


SUMMARY 


In general, the fascial graft should be reserved 
for those hernias arising from large anatomical 
defects or those which have defied successful 
operative repair by the usual standard tech- 
niques. Such hernias must be approached from 
the aspect of replacing the existing anatomic de- 
fect with a like stratum which is preferably used 
as an in-lay. An alternative method is the rein- 
forcement of the attenuated wall by an on-lay 
transplant. The latter cannot be considered com- 
petitive and is seldom utilized. Cutis grafts, be- 
cause of their ability to undergo metaplasia, pos- 
sibly hold a slight advantage over fascia em- 
ployed as an on-lay. However, the former are 
harder to prepare and more difficult to anchor 
securely, and their immediate tensile strength is 
less than that of fascia. 

Fascial grafts have been grouped into three 
major classifications: pedicled, free, and sliding. 
The pedicled and sliding grafts must of necessity 
be derived from intrinsic strata or generic tissue 
adjacent to the inguina, whereas, the free graft 
may be transplanted from remotely situated 
generic tissue. 

The tailoring of the graft and its anchorage 
to the edges of the anatomic defect are of crucial 
importance. More emphasis should be placed 
on the proper fixation of the graft. Greater se- 
curity of the transplant may be attained by the 
use of like autogenous sutures. The latter type 
of sutures assumes increased importance when 
the graft is likely to be subjected to undue stress 
and particularly if the tension occurs during the 
healing process. If silk sutures are used to fix the 
graft, they should be used with the knowledge 
that marginal slipping of the approximated edges 
is potentially greater, with the possibility of re- 
sultant parietal weakness. 

The superior advantages of the autogenous 
graft in hernia repair are the continuity of its 
viability, its tensile strength, and the fact that it 
is nonirritating to the tissues in which it is 
imbedded. 

The illustrations of many of the standardized 
fascial graft techniques have been grouped so 
as to give emphasis to certain classification con- 
cepts and simultaneously to delineate technical 
differences that obtain in each variant. 
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CONCLUSION 

1. Criteria for the differential employment of 
fascial grafts have been discussed. 

2. The magnitude of the anatomical defect 
plays a major role in the selection of the donor 
structure for the replacement and/or reinforce- 
ment of the fascial attenuation. 

3. A clinical and evolutionary classification of 
fascial grafts has been presented. 

4, The various techniques grouped as a photo- 
montage have been depicted. 

5. Cutis, peritoneal, tantalum mesh, and lyo- 
philized grafts have been discussed briefly, but 
only as an alternative means of reinforcing 
anatomic defects. 
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HEAD 


The Surgical Treatment of Median Fissure of the Face 
(Le traitement chirurgical de la fissure médiane de la 
face). C. A. Honic. . hép. Paris, Ann. chir. plast., 
1957, 33: 17. 


Five INSTANCES of median fissure of the face are re- 
ported from the University Surgical Clinic of Utrecht, 
Holland. Each instance is documented with photo- 
graphs and roentgenograms, and if an operation was 
done, with photographs taken before and after. 

In the first patient the deformity consisted of a mid- 
line sulcus involving the tip of the nose. The operation 
consisted of excision of the soft tissues between the two 
prominences and subsequent approximation. 

In the second case, an infant of 10 months, there 
was a pronounced median fissure of the face, absence 
af the nasal pyramid and prominence of the frontal 
bone above the depression. The eyes were very far 
apart (hypertelorism of Greig—Edinburgh. M. 7., 
1924, 31: 560). There was an extremely wide sulcus 
labialis superior and a partial harelip. The roentgeno- 
gram showed enlargement of the ethnoid and 
sphenoid sinuses. 

The third patient had a more exaggerated type of 
deformity than the second. Two operations were per- 
formed on this patient. The first consisted of down- 
ward displacement of the excess tissue of the frontal 
prominence to construct a nasal pyramid, and the 
second of diminution of the breadth of the prominence 
by resection of soft tissues. The excessive breadth of the 
sulcus of the upper lip was reduced with correction of 
the partial hare-lip. 

The fourth patient presented an even more marked 
deformity. The surgical procedure was similar to that 
in the third patient. 

The fifth patient presented, like the first, a relatively 
inconspicuous deformity consisting of a small sulcus at 
the point of the nose, but two other abnormalities 
were present: hypertelorism and a wedge-shaped 
descent of the hair line toward the root of the nose. 

The author concludes that surgery should consist of 
the most complete approximation possible of cleft de- 
fects by excision of soft tissues without attack on the 
bony skeleton of the face. Later in life, if the nasal de- 
pression is unsightly the bridge of the nose can be 
built up with bone or cartilage as described by Web- 
ster and Deming (Plastic & Reconstr. Surg., 1950, 6: 1). 

—John W. Brennan, M.D. 
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EYE 


Experimental Production of Flash Burns in the Rab- 

it Retinas. W. T. Ham, jr., H. Wiesincer, DuPont 

Guerry, III, F. H. Scummt, and others. Am. 7. 
Ophth., 1957, 43: 711. 


THE THRESHOLD dose of thermal radiation necessary 
to produce irreversible burns of the retina was deter- 
mined. A 24 inch carbon-arc searchlight with an 
ellipsoidal reflector was the source of radiation. A 
second ellipsoidal mirror was used to focus the real 
image from the first mirror in order to reduce the area 
of retinal exposure and to simulate the atomic fireball 
viewed at a distance. Retinal damage can be pro- 
duced at far greater distances than flash burns of the 
skin because the area of the retinal image of the fire- 
ball, the intensity of thermal energy on the retina, re- 
mains constant regardless of the distance from the fire- 
ball as long as the eye can resolve the image of the 
fireball. 

Rabbit retinas were exposed to radiations of vary- 
ing length. The ophthalmoscopic appearance and 
subsequent changes of the lesions produced by ex- 
posures of 500 to 1,000 milliseconds and 40 to 250 
milliseconds are described. The fundi were examined 
for 4 to 5 weeks after exposure. The eyes were sec- 
tioned at various intervals after exposure and the mi- 
croscopic appearance of the burned areas was de- 
scribed. The thermal dose at the retina was calcu- 
lated. The lowest thermal dose which produced an 
observable lesion was 2.2 calories per cubic centi- 
meter. Most of the minimal lesions observed required 
3.0 to 4.0 calories per cubic centimeter. 

—JF. Jack Stokes, M.D. 


Influence of the Fifth Cranial Nerve on the Intra- 
Pressure of the Rabbit Eye. E. S. Perkins. 
Brit. F. Ophth., 1957, 41: 257. 


THE sTaBiLity of the intraocular pressure indicates 
control by a nerve mechanism, probably the sym- 
pathetic nervous system, and the afferent pathway 
may be in the fifth cranial nerve. The fifth cranial 
nerve of rabbits was stimulated and the changes in 
the intraocular pressure recorded. Electrical stimu- 
lation was unsatisfactory, but mechanical stimulation 
caused a marked rise in the intraocular pressure in 
the ipsilateral eye and occasionally in the contralat- 
eral eye. The episcleral vessels became dilated and 
there was a rise in the temperature of the ciliary body 
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in both eyes. The caliber of the choroidal vessels of 
neither eye was affected. The permeability of the 
blood-aqueous barrier was increased with the forma- 
tion of a plasmoid aqueous in all of the eyes on the 
side of the stimulated nerve and in half of those on the 
opposite side. The pupil on the same side was con- 
tracted but that on the opposite side was not affected. 
Cutting of the fifth cranial nerve caused similar 
immediate reactions. —J. Jack Stokes, M.D. 


Treatment of Amblyopia Ex Anopsia in Adults: a 
Preliminary Report of 7 Cases. Kuprer. 
Am. J. Ophth., 1957, 43: 918, 


SEVEN ADULT MALEs in the air service, ranging from 
18 to 22 years of age, were hospitalized for 4 weeks for 
treatment of amblyopia which was the result of a 
childhood squint. The treatment consisted of patching 
the good eye and stimulating foveal fixation by means 
of an ophthalmoscope light focused on the fovea. The 
patients were told when the light was on the fovea, 
and in this manner learned to recognize foveal fixa- 
tion. After learning macular fixation, the patients 
wore pinhole discs, and studied light and large letters 
at various distances. With this technique, 1 of 2 pa- 
tients with an initial visual acuity of hand movements 
improved to 20/25 vision, and another to 20/40. Two 
patients with an initial visual acuity of 20/200 im- 
proved to 20/30. One patient with amblyopia and 
foveal fixation improved from 20/70 vision to 20/20. 
The remaining 2 patients with 4/200 vision and 5/200 
vision, respectively, could not be improved beyond 
20/200. 

The author concludes that provided there is no 


macular pathology, the vision of an amblyopic eye of 
an adult can be improved to 20/40 by treatment with- 


in a relatively short time. —Ray K. Daily, M.D. 

The Prevention and Cure of Trachoma; a Prelimi- 
nary Report. J. Granam Scott and I, B. Taytor. 
Med. Proc., 1957, 3: 247. 


RECENT FIELD trials by the Bureau for the Prevention 
of Blindness in South Africa encourage the view that 
trachoma can be prevented and cured, and the au- 
thors indicate that they are making this interim re- 
port to stimulate interest in other areas with a similar 
problem. 

The infection occurs most often in early childhood, 
but seldom before the age of 3 months, and the inci- 
dence diminishes with age. 

The conclusions reached by the authors were that 
the incidence and severity of trachoma could be 
decreased by the application of an antibiotic oint- 
ment twice a day for 3 days a month during school 
terms for at least a year. Because of the difficulty of 
parent co-operation, they suggest that treatment can 
be carried out by school children on themselves and 
on their younger brothers and sisters at home. It is 
important to treat every young child in the area to 
prevent recurrence of the disease after treatment has 
stopped. 

Achromycin and aureomycin ointments were used 
locally in the field trials, and sulfonamides were 
given systemically. However, the latter were not 
considered necessary or advisable. 

—A.V. Mortensen, M.D. 


Corneoscleral Tonography. T. H. Hopcson and R. K, 

MacDona_p. Brit. 7. Ophth., 1957, 41: 301. 

THE AUTHORS present a method of tonography which 
combines both corneal and scleral compression, using 
the Mueller electronic tonometer and a Sanborn re- 
corder. The patient is prepared in the usual manner 
and after the instillation of pontocaine hydrochloride, 
the tonometer is applied to the cornea for 15 seconds. 
It is then removed and reapplied over the temporal 
conjunctiva for 3.75 minutes. The proximal edge of 
the footplate of the tonometer’ rests 2 millimeters 
from the limbus, the patient shifting fixation. At the 
end of this period, the tonometer is reapplied to the 
cornea for 15 seconds, with the eye in the primary 
position. The mean reading at the end of the first 
corneal application is taken as the initial reading and 
the reading at the end of the final 15 second period is 
the final reading. 

Overlapping between normal and glaucomatous 
eyes is much less with corneoscleral tonography; all 
cases of closed-angle glaucoma fall into the glau- 
comatous range; and corneoscleral tonography is 
more accurate in determining the facility of outflow of 
patients with glaucoma who show moderate to severe 
loss of visual field. The results of corneal tonography 
are less conclusive than those of corneoscleral tonog- 
raphy. —j. Jack Stokes, M.D. 


EAR 


Surgery of the Windows of the Labyrinth in Oto- 
erosis, MICHEL PoRTMANN and GILBERT CLAVERIE. 
Ann. Otol. Rhinol., 1957, 66: 49. 


THIs ARTICLE is primarily an introduction to a some- 
what different approach to surgery of the middle ear, 
principally stapes mobilization. 

Before discussing the various techniques in use, the 
author gives a detailed history of surgery of the mid- 
dle ear, beginning with the first attempts by Kessel in 
1876 up to the present time. 

In addition, he discusses in detail the pathological 
variations of the stapes and the oval window as found 
at the time of surgery. 

The author then describes the functional routes for 
surgery of the middle ear. 

Transtympanic passage. This is the approach com- 
monly used today. The incision is made on the pos- 
terior wall of the auditory canal extending from one 
to six o’clock and lies 0.5 cm. external to the sulcus 
tympanicus. 

The retroauricular and supra-auricular passage (Port- 
mann). In this approach, utilized by the author, the 
incision begins at the root of the helix, passes between 
the tragus and root of the helix, and then in front of 
the helix to join the supra-auricular and, finally, the 
retroauricular sulcus. 

After the middle ear is entered it is necessary to 
resect a portion of the external wall of the attic. The 
author believes that even though the postoperative 
course is not quite as smooth as with the transmeatal 
approach, the supraretroauricular approach is the 
route of choice as the exposure of the stapes and round 
window is much more adequate. 

The author then describes the surgical techniques 
of surgery on the stapes, the footplate, and the round 


A 
| 
wit 
ing 
y. 
gai 
! 
Tu 
cas 
an 
‘ 
po! 
dis 
sin 
1Ca 
the 
— sla 
th 
the 
an 
ea 
ph 
Ps 
Be 
in 
wi 
nc 
bi 
co 
ar 
tu 
di 
Ca 
ar 
8a 
Sa 
ol 
fe 


window and introduces a microdrill with a rotat- 
ing element of only 0.2 mm. for middle ear surgery. 
As to results using the supraretroauricular ap- 
proach the author reports a 60 per cent success with 
gains measuring from 10 to 55 decibels. 
—G. George Maier, M.D. 


MOUTH 
The Problem of Oral, oTord , and Hypo- 


eal Carcinoma in India. J. C. PAYMASTER. 
Pri . Surg., 1957, 44: 467. 


THE AUTHOR presents a statistical report of 8,100 
cases of carcinoma of the oral cavity, oropharynx, 
and hypopharynx. 

Several interesting features are brought out with 
regard to anatomical location. Generally, the author 
points out that carcinoma arising in these areas under 
discussion shows a higher general incidence than in 
similar reports published in the United States. Specif- 
ically, he points out that the highest incidence occurs 
in the buccal mucosa, pyriform sinus, and the base of 
the tongue. He discusses the chewing of betel nut, 
slaked lime, and cheap tobacco as a possible cause. 

He also discusses several pathological changes in 
the oropharynx of many of these patients, namely, 
the presence of melanin deposits under the mucosa 
and localized areas of dense submucous fibrosis which 
tend to progress. 

These two factors may become important in the 
early diagnosis of carcinoma of the oral cavity, oro- 
pharynx, and hypopharynx in India. 

—G. George Maier, M.D. 


Pseudosarcoma, Polypoid Sarcomalike Masses, Associ- 
ated with Squamous Cell Carcinoma of the Mouth, 
Fauces, and Larynx. NATHAN Lane. Cancer, Phila., 
1957, 102 9. 


IN THIS ARTICLE the author presents a series of 10 cases 
in which there was a “pseudosarcoma”’ associated 
with a small well differentiated epidermoid carci- 
noma. The sites of all 10 lesions were in the oral 
cavity, oropharynx, or larynx. 

Many of these lesions were originally diagnosed as 
sarcomas, an undifferentiated type, but on further 
biopsy the true nature of the tumor was found. 

The author reviews the case histories as well as the 
pathological reports in great detail. The outstanding 
common denominator pathologically was the appear- 
ance of giant cells in the sarcomatous portion of the 
tumor. 

In his final discussion the author considers the 
differential diagnosis of these tumors. The most im- 
portant lesions to be differentiated are collision tumors, 
carcinosarcomas, anaplastic epidermoid carcinomas, 
and postradiation lesions. 

In his justification for calling these lesions pseudo- 
sarcomas, the author cites the apparent cure for what 
would be considered inadequate therapy for a true 
sarcoma. A meticulous review of the cellular structure 
of these lesions is also presented in the attempt to 
prove their nonmalignant condition. 

The author also presents a review of some previous 
case reports of carcinosarcomas. Many of the cases 
were very similar to the 10 presented in this article, 
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and the author believes that they may have been 
true pseudosarcomas. 

The important lesson to be learned from this article 
is that when a lesion is diagnosed as “sarcoma” there 
may be a small, almost hidden, well differentiated 
epidermoid carcinoma which is missed on biopsy. 

—G. George Maier, M.D. 


NECK 


Autonomic Blockade in the Operative Treatment of 
Basedow’s Disease (Vegetative Blockade bei der 
operativen Behandlung der Basedowstruma). ERNsT 

Arch. u. Deut. Kschr. Chir., 1957, 
285: 18. 


Since 1953, all toxic goiters removed at the Heidel- 
berg University Surgery Clinic in Germany were 
resected under either one or a combination of the 
following, ‘‘potentiated anesthesia,” autonomic block- 
ade and induced hypothermia. In so doing, the pre- 
operative preparations and postoperative complica- 
tions, especially the “‘thyrotoxic crises”, have been 
handled with greater ease. Previous to the institution 
of this regimen in 1953 (from 1946 to 1952) 66 pa- 
tients were operated upon. Local anesthesia was em- 
ployed 25 times and general anesthesia 41 times. 
Eighteen patients were intubated. Eight of the pa- 
tients had thyrotoxic crises and 6 expired. 

Since 1953, forty patients have been operated on, 
all under tracheal intubation. In 17 autonomic block- 
ade was used, and in 7 of these it was used in conjunc- 
tion with hypothermia. During this period 5 patients 
had thyrotoxic crises, but no mortality occurred. 

It is believed that the use of neuroplegic agents is 
responsible for the improvement in results. Such an 
effect is achieved by employing the following proce- 
dure: 3 to 4 days before the surgery is to be per- 
formed, the patient is given a daily dose of 5 mgm. 
of reserpine and luminal every evening. On the eve- 
ning before surgery, 3 to 6 c.c. of a mixture of prome- 
thazin, pethidin and hydergin are given intramuscu- 
larly. Fifty milligrams of chlorpromazine are given 
within an hour if the patient is not adequately sedated. 
At about 5 o’clock on the morning of surgery, another 
injection of the lytic mixture given the previous eve- 
ning is administered. Chlorpromazine is given as in- 
dicated and 2.5 mgm. of reserpine are also given by 
injection. One hour before surgery the dose of pro- 
methazin, pethidin and hydergin mixture is repeated, 
and again during the operation. Reserpine is given 
postoperatively, the aim being to keep the pulse rate 
below 100/min. and the patient well sedated. When 
signs of agitation and thyrotoxic crisis appear, thio- 
pental should be given. 

The author further believes that the use of hypo- 
thermia augments the effect of autonomic blockade in 
combating and preventing the complications of thy- 
roid surgery due to the circulation of excessive amounts 
of thyroid hormone. — J.C. Rosenberg, M.D. 


Treatment of Patients with Cervicodorsal Outlet 
peng Pau A. Netson. 7. Am. M. Ass., 1957, 
163: 1570. 


THE COMPLAINTs of a patient with cervicodorsal outlet 
syndrome usually are vague and there are frequently 
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no objective findings on examination. The symptoms 
vary from mild to severe and generally consist of 
intermittent aching pain, numbness, and coldness 
localized to the ulnar side of the hand, but occasion- 
ally involving the forearm, shoulder, and chest wall. 
The patient also may complain of changes in ap- 
pearance of the hand, such as blanching, cyanosis, 
or increased sweating, which may be reproduced with 
certain positions of the arms. In the severe cases there 
may be muscular atrophy and terminal digital gan- 
grene. The author believes that postural changes that 
develop with age, such as drooping of the shoulders, 
forward position of the head, or dorsal kyphosis or 
scoliosis, contribute toward the development of these 
symptoms. 

A number of maneuvers which serve as aids in the 
diagnosis of this syndrome are described. If the radial 
pulse is obliterated and the patient’s symptoms are 
reproduced during maneuvers such as hyperabduc- 
tion, the diagnosis of outlet syndrome is established. 
In the differential diagnosis osteoarthritis of the 
cervical spine, a protruded cervical intervertebral 
disc, and tension states must be considered. 

Various operations have been performed to relieve 
the compression of neurovascular structures within 
the cervicodorsal outlet. These include removal of the 
cervical rib, medial portion of the clavicle, and section 
of the scalenus anticus muscle. 

Many patients with outlet syndrome have strongly 
neurotic personality traits. The author believes that 
all patients with this condition should have from 4 to 
12 weeks’ trial of physical therapy before surgery is 
advised. Studies by Raaf and Peet suggest that ap- 
proximately 70 per cent of the patients will experience 
definite improvement of the symptoms following 
physiotherapy. —Alan Thal, M.D. 


Chemodectomas, Nonchromaffine Paragangliomas, of 
the Carotid Body (Il chemodectoma, paraganglioma 
non cromaffine, del corpo carotideo). ANTonro CALO- 
GERO. Policlinico, sez. chir., 1957, 64: 76, 


AFTER AN ACCURATE EXPOSITION of the data relative 
to the histogenesis and physiology of the carotid body, 
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the author proposes the denomination of “‘chemo- 
decte”’ to identify all the paraganglia having the same 
function as the carotid body, and reports one case of 
chemodectoma in a 19 year old male. Roughly, 400 
cases of such tumors are reported in the world litera- 
ture. Only 7 cases were discovered among a total of 
33,000 autopsies and 18,000 biopsies performed in a 
20 year period at the Institute of Anatomic Pathology 
of the University of Florence. 

According to Romualdi and Bartolozzi, 97.12 per 
cent of the tumors of the carotid body are paragangli- 
omas, 1.43 per cent neuroblastomas, 0.47 per cent 
endotheliomas, and 0.95 per cent fibromasand neurofi- 
bromas. 

The term chemodectoma, proposed by Mulligan 
in 1950, is the best one to define the tumor of the carotid 
body and of the other chemical receptors, according to 
the author. The tumor, well encapsulated, is divided 
by connective tissue septa into fairly uniformly sized 
islets of richly vascularized tissue. The cells are large, 
round, or polyhedric, with abundant cytoplasm, 
homogeneous or finely granular, chromophobe, and, 
at times, pseudosyncitial. The nucleus is large, round, 
eccentric, and with a well defined nuclear membrane. 
The chromatin content varies, being either scarce or 
abundant, thus characterizing two different cellular 
types. Another important typical characteristic is the 
absence of affinity for the chromium salts. 

The case presented was one of a 19 year old male 
admitted with the complaint of headaches localized 
on the right side. In a 6 month period the tumor grew 
to the size of an egg and at operation it was found to 
displace the internal carotid medially. 

The histological examination revealed the typical 
pattern described. 

As to the clinical aspects of the carotid chemodec- 
toma, it is usually found in patients of the third or 
fourth decade, its site is unilateral, its presence at the 
level of the bifurcation of the carotid and its limited 
mobility in the vertical direction are important signs; 
the other findings are due to compression of the sur- 
rounding structures and appear with less frequency. 
—Sergio V. Proserpi, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL NERVES 


Posttraumatic Cranial Defects in the Anterior Fossa. 
Paut H. Cranpat. Am. F. Surg., 1957, 93: 517. 


THE THINNEsS of the bony floor of the anterior fossa 
with its depressed cribriform plate and its underlying 
thin-walled ethmoid, sphenoid, and frontal sinuses 
predisposes this fossa to isolated fractures and to sub- 
sequent contamination. Following a head injury the 
development of cerebrospinal fluid rhinorrhea is a 
pathognomonic manifestation of craniosinus com- 
munication. To obviate overlooking its presence it is 
suggested that all the patients be placed for several 
minutes in the prone position with the head dependent 
over the side of the bed. Of 22 patients encountered 
by the author at the 97th General Hospital, Frank- 
furt, Germany, and at the Wadsworth General Hos- 
pital, Los Angeles, California, only 14 manifested 
cerebrospinal fluid rhinorrhea. There were 6 patients 
whose craniosinus fistula was unaccompanied by 
either cerebrospinal rhinorrhea or by intracranial 
collections of air. 

Persistent communication between the nasopharynx 
and the intracranial contents continues, despite anti- 
biotics, to be a most dangerous situation. In the 
absence of a compound depressed fracture, an exten- 
sive fracture comminution, or an increasing pneumo- 
cephalus, most authorities have not urged early 
surgical intervention for simple cerebrospinal rhin- 
orrhea. Adson (1941) advised waiting 8 weeks; Dandy 
(1944) 2 weeks; Gurdjian and Webster (1944) a few 
days only; and Lewin (1954) has concluded that 
dural repair should be considered in all cases of 
paranasal sinus fracture with rhinorrhea, whether it 
is of early or late onset, of brief or long duration. 

The author’s own experience with operations per- 
formed from 10 days to 4 months after injury dis- 
closed the occurrence of an all too frequent inter- 
position of brain tissue, mucous membranes, and bony 
spicules between the severed edges of the dura which 
seemed to make natural, spontaneous closure of these 
fistulas most unlikely. The dural defects anterior to the 
cribriform plate are usually closed by direct silk 
suturing via an extradural approach. Those defects in 
or behind the cribriform plate region are corrected by 
the intradural application of a generous piece of 
fascia lata or temporalis fascia. A piece of muscle is 
often placed beneath the graft and a few guy sutures 
are placed at each corner. 

Four of the 9 patients in this series operated upon 
were operated upon on the day of injury. Their 
postoperative course did not differ from that of the 3 
operated on 10 to 18 days after the injury. The fact 
that meningitis, particularly fungus meningitis, can 
occur despite antibiotic protection and that a crani- 
osinus fistula may occur without the obvious signs of 
rhinorrhea or intracranial air is emphasized by the 
author. The merits of early or late operative inter- 
vention in cases of rhinorrhea are discussed. 
—Everett Shocket, M.D. 
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Aneurysms on the Anterior Cerebral Artery; Evalu- 
ation of Surgical and “Conservative” Treatments, 
Cart H. H. Baumann and Paut C. Bucy. 7. Am. M. 
Ass., 1957, 163: 1448. 


THE AUTHORS present a follow-up study of 22 patients 
with aneurysms of the anterior cerebral system. Seven 
patients were treated by conservative management. 
Three patients had surgical decompression and evacu- 
ation of a hematoma, and 1 had ligation of the com- 
mon carotid artery in the neck. While all but 2 of 
these patients died, 4 of the 11 were in a critical con- 
dition on admission to the hospital. In addition 
another 2 of the 11 had multiple aneurysms and, 
therefore, were not considered candidates for direct 
surgical attack. Of the 11 patients treated by other 
than direct surgical attack, 2 survived and 9 died; 
only 3 of these 9 could be considered as possible can- 
didates for direct surgical intervention. 

In contrast to the above group, 11 patients were 
treated by intracranial clipping of the anterior cerebral 
artery or “trapping” of the aneurysm. One of these 
patients died, 1 had hemiparesis and aphasia which 
was present prior to operation, and the condition of 
the other 2 is not known. The remaining 7 were all 
well and active; the follow-up period averaged 4 years. 

On the basis of the comparison of these two groups 
of patients the authors concluded that conservative 
treatment is a dangerous form of management in 
aneurysms of the anterior cerebral system and should 
only be employed when surgery is contraindicated. 
They do not believe that proximal carotid artery 
ligation can be relied upon to cure these lesions. 
Clipping of one anterior cerebral artery or, even 
better, exclusion of the aneurysm from the circulation 
entirely is their treatment of choice. 

— Joseph Ransohof,, M.D. 


Implantation of Radon Seeds into the Pituitary Fossa 
in the Treatment of Secondary Deposits from Can- 
cer of the Breast; a Preliminary Report. M. 
WEINBREN, Harris Jackson, and Davip Gamsu. Med. 
Proc., 1957, 3: 249. 


Tue Autuors briefly summarize the role of hormonal 
factors in certain types of metastatic neoplasms, 
notably breast and prostatic carcinomas, and trace 
the rationale for the development of surgical and 
radiation procedures including castration, adrenalec- 
tomy, and hypophysectomy, in their management. 
They describe a method of transsphenoidal implanta- 
tion of screened radon seeds, and discuss the advan- 
tages of using a beta-emitter, such as radioactive gold, 
yttrium, or chromic phosphate. The authors have 
summarized the experience of Forrest and Peebles 
Brown in 25 cases, and present 5 cases of their own in 
which they have used this approach for destruction 
of the pituitary gland. A total of 15 to 20 mc. in 
two or three seeds is implanted through a trocar in- 
troduced via the external nares, through the sphenoid 
sinus, and into the sella turcica. They emphasize a 
method devised by Forrest and Brown which utilizes 
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strict serial roentgenographic control, and stress the 
importance of providing a trocar stop at a calculated 
distance to prevent ina ivertant passage of the trocar 
through the diaphragin of the sella. 

There was no morbidity or mortality associated 
with this palliative procedure in the authors’ ex- 
perience or in the 50 cases reported by Huggins and 
Cade. Disturbances of the visual fields secondary to 
optic tract injury are the only reported complication. 
These occurred in 16 per cent of the cases reported by 
Forrest and Brown. No infective complications or 
rhinorrhea have been found to be associated with 
this method of transsphenoidal entry into the anteri- 
or pituitary lobe. 

In 3 of the 5 case. presented by the authors, there 
was marked relief from pain due to bony metastases 
within 24 to 48 hours of the implantation of the radon 
seeds in the pituitary gland. Two of the patients gave 
evidence of intracranial metastasis, yet they withstood 
the procedure well. The authors advocate this pro- 
cedure because of the low morbidity and its palliative 
effect when compared with the more formidable 
adrenalectomy and open hypophysectomy in cases 
of far advanced breast carcinoma. In the discussion 
of the cases of Forrest and Peebles Brown, the develop- 
ment of diabetes insipidus and hypothyroidism, and 
the laboratory determirations of pituitary function 
for evaluating the completeness of the radiologic hy- 
pophysectomy are described. 

The authors state that this report is not intended as 
an analysis or appraisal of a method of treatment, 
but rather as a preliminary report to describe a satis- 
factory, simple technique for palliative treatment of 
widespread carcinoma of the breast. 

— Joseph Ransohof, M.D. 


Chronic and Delayed Traumatic Cerebrospinal 
Rhinorrhea as a Source of Recurrent Attacks of 
Meningitis. Richarp C. ScHnewer and Joun M. 
Tuompson. Ann. Surg., 1957, 145: 517. 


THE AUTHORS emphasize cerebrospinal fluid rhinor- 
rhea as a cause of recurrent bouts of meningitis 
particularly due to the pneumococcus group. Diag- 
nosis and treatment are important in the prevention 
of increasingly resistant infections. The initiating 
trauma may have been forgotten or of the long past. 
A brief review of past experience leads to the con- 
clusion that early recognition and prompt repair of 
the spinal fluid leak are of the utmost importance. Six 
cases are reported in which rhinorrhea had occurred 
10 months to 16 years before definitive study and 
therapy. The histories and courses of the condition 
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tended to emphasize the authors’ point of view toward 
the urgency of definitive treatment. 

Methods of recognizing fistulas include otolaryn- 
geal inspection which, however, is of little assistance. 
Placing the head of the patient down and well for- 
ward and applying jugular compression will often 
start the flow of spinal fluid through the fistula. It 
may then be checked for sugar and mucin. If indigo 
carmine dye is injected into the subarachnoid space 
by a lumbar puncture, the leaking fluid will impart 
a blue color to cotton inserted in the nares and will 
verify the presence of a true cerebrospinal leak. The 
authors used only 2 c.c. of the dye and obtained ex- 
cellent confirmatory evidence of the presence of fis- 
tulas. They consider 2 to 3 weeks as the maximum 
length of time to wait after injury for spontaneous 
closure of the fistula. 

The various methods of closing the fistula are 
described, including cauterization, and the use of 
packs of various kinds and grafts. Two types of opera- 
tive approach include Hirsch’s endonasal route by 
way of the sphenoidal region in which a mucoperi- 
chondral flap of nasal septum is reflected upward 
over the site of leakage, through the sinus. This is 
useful for dural defects which cannot be attacked by 
the intracranial route. 

The optimal intracranial approach in general use 
is the transfrontal procedure which the authors think 
should be sufficiently bilateral so that both sides of 
the frontal fossa can be visualized as the leak may 
often be contralateral to its site of origin. Also, there 
may be multiple leaks. The importance of a solid 
closure of the dural aperture is again stressed. It is 
thought that if there is an opening into the sinuses 
and the mucosa has been torn, the sinus should be 
completely exenterated. Plugging such a defect with 
muscle is difficult and may be a potential nidus for 
infection. However, small defects of bone may be 
plugged with muscle. The authors have given up 
using foreign bodies, such as a tantalum or polythene 
button, for cosmetic effect since they may contribute 
to the development of later infection. Scalp closure is 
done with through-and-through black silk mattress 
sutures to afford a minimum of buried suture ma- 
terial. Postoperatively, the patient is kept at a 45 
degree angle in bed and on antibiotics and/or sulfa- 
diazine with restriction on nose blowing, sniffing, and 
smoking. No intratracheal suction through the nose 
is used. An attempt is made to keep the patient as 
quiet as possible, and mild cathartics are used to pre- 
vent constipation and straining. 

—Edward B. Schlesinger, M.D. 
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SURGERY OF THE THORAX 


CHEST WALL AND BREAST 


Surgery of Funnel Chest and Congenital Sternal 
Prominence. E. F. Cun. Brit. 7. Surg., 1957, 44: 360. 


Symptoms depend on the degree of the chest de- 
formity; in many it is trivial. Examination of the 
case will determine the degree and measurements 
are valueless. Each case must be considered as a 
structural whole. The patients can be put into three 
main groups: 

Group 1. The patients in this group are disabled 
to such a degree that they actively seek medical aid. 
Among 54 surgical cases there were 14 such. Their 
symptoms were severe enough to render them in- 
capable of pursuing the activities of their age, and 
in some cases they were unable to perform their 
work. The age range in this group was from 2 years 
to 37 years. The patients were troubled by two or 
more of the following symptoms: dyspnea to a dis- 
tressing degree on moderate exertion, precordial 
pain, palpitations, and syncope on moderate exer- 
tion. Two suffered from persistent dysphagia. 

Group 2. The patients in this group have symptoms 
of such degree that they are a conspicuous worry 
of their life. The two main symptoms are recurrent 
chest infections and dyspnea. The dyspnea is not 
severe. The story of recurring ‘bronchitis’ is a com- 
mon one and can be of such degree and frequency 
as to alarm the doctor and the parents. 

Group 3. The patients in this group have no symp- 
toms, and even on direct questioning give no positive 
history. Yet of this group 50 per cent have given a 
history of marked benefit from operation. 

Types of Deformity. In the author’s series of 54 
cases, all have fallen into three main types, and there 
was remarkably little overlap in the types. 

Type I is a localized deformity. ‘There is symmetry 
of the two sides; the angulation of the costal cartilages 
is acute and occurs well inside the nipple line. This 
acute angulation usually occurs at the fourth costal 
cartilage, and continues down to the seventh. The 
resultant hollowing is localized. 

Type II is more diffuse. Angulation of the costal 
cartilage occurs farther out and there is a gentle 
slope into the sternum. The second costal cartilage 
is frequently involved with the third, and the angula- 
tion continues through to the seventh. A marked 
rolling out of the costal margin is often present. The 
deformity resembles an inverted plateau, with gently 
sloping edges. 

Type III is basically a unilateral deformity and 
is asymmetrical. The sternum is tilted and the tilt is 
always to the left, and while sternal depression is 
present it is more marked on the left side. The back- 
ward angulation of the ribs occurs on the left side, 
and the acuteness resembles Type I. Whereas the 
angulation on the right side is even closer to the 
sternum and because of the tilt forward of this mar- 
gin, the costal cartilages run well forward before they 
dip and produce a carinated ridge down the right 


side. There is usually a deep groove along the left 
sixth interspace, which is well seen on inspiration. 

Paradoxically, a protuberant abdomen and kyphosis 
may be present in any group, but severe kyphosis is 
more often present and is more persistent after sur- 
gical correction in Type II cases. In this series, 37 
were of Type I, 11 of Type II, and 6 of Type III. 

The electrocardiographic studies in 17 patients 
with pectus excavatum showed a fairly consistent 
pattern comprising a rSr' complex in VI-2, T in- 
version in lead II, S. wave in VI-6, right axis devia- 
tion, and an electrically vertical heart. ‘These changes 
were the result of cardiac displacement by the de- 
pressed sternum rather than by intrinsic heart disease, 
although the latter may possibly be an uncommon 
sequel. Right bundle-branch block and a prolonged 
PR interval were occasional findings. In 2 of 10 
patients of whom roentgenograms were taken after 
surgical correction of the pectus, the rSr pattern had 
disappeared. 

Indications for surgery. Surgery is performed: (1) to 
correct an unsightly deformity, (2) to alleviate symp- 
toms if they exist, and (3) to arrest the progression of 
a labile deformity if the clinical examination shows 
that this is inevitable. The cosmetic results vary. A 
Type I deformity may be operated on with confidence 
that a good result will be obtained. In Type II a 
good result must not be expected, and at the best 
the deformity will only be corrected about 80 per 
cent, and sometimes less. In Type III the results are 
better than Type II and obliteration can nearly be 
obtained. 

Technique of surgical repair. The basis of such re- 
pair has been described previously (Ravitch, 1949; 
Lester, 1954). 

Modified operation. This should be performed only 
when there is no deformity at rest. The object is to 
remove the anterior diaphragmatic attachment from 
the sixth and seventh costal cartilages and from the 
xiphoid. The sixth and seventh cartilages should be 
resected subperichondrially 3 to 4 cm. and the peri- 
chondrium detached from the sternum; the portion 
of the perichondrium adjacent to the sternum should 
be resected. The xiphoid should be detached from the 
sternum and buried by covering it with the upper 
portion of the rectus sheath. Both of these maneuvers 
are desirable to prevent reattachment of these struc- 
tures to the sternum with subsequent recurrence of 
the deformity. 

Major operation. The approach may be longitudinal 
or transverse, extending from the level of the second 
costal cartilage to below the xiphoid if it is longi- 
tudinal, or extending to the nipple line at about the 
level of the fourth or fifth costal cartilage if it is 
transverse. The transverse incision gives an easier 
approach to the sixth and seventh costal cartilage. 
In this series both incisions were tried and there seemed 
to be no difference in the scar formation in either. 
The cartilage must be resected: to just beyond the 
site of angulation, but this was not always possible 
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in Type II. Any of the perichondrial layers which 
remain and which hold the sternum down should be 
severed from the sternum. The detached xiphoid 
must be covered by the rectus sheath, and the medial 
portion of the sixth and seventh cartilage must be 
resected for the same reasons as stated previously. 
It is important that the site of the osteotomy be 
firmly fixed. Thus, transverse osteotomy should be 
performed above the level of the angulation of the 
sternum. The sternum is drilled above and below 
the osteotomy to produce two pairs of drill holes, 
and strong linen thread is passed through these with 
the sternum held in the overcorrected position; in 
this way secure fixation is obtained. The retrosternal 
space should always be drained by an underwater 
seal. 

The relief of symptoms in all of the groups is almost 
certain, and, offsetting the cosmetic results against the 
symptomatic results, the latter are more satisfactory. 
However, if the series had consisted only of the Type I 
deformity, all of the results would have been nearly 
the same. 


CONGENITAL STERNAL PROMINENCE 


Clinical examination of a series of 8 cases showed 
signs which were common to most of them, and were 
as follows: 

1. Ondeep inspiration the lower end of the sternum 
moved forward, the range of movement being limited 
but definite. 

2. In all cases Harrison’s grooves, or lateral sulci, 
were present, becoming accentuated on deep in- 
spiration. 

3. A dimpling in the rectus sheath, high up near 
the tip of the xiphoid, was synchronous with deep in- 
spiratory effort. 

The anterior portion of the diaphragm was not at- 
tached normally to the xiphoid and the lower costal 
cartilage, but to the posterior aspect of the rectus 
sheath. In association with this there was probably 
overdeveloped muscle in the anterolateral portion of 
the diaphragm with lateral sulci, dimpling of the 
rectus sheath, and forward displacement of the un- 
supported lower sternum. 

Patients were operated upon only when they dis- 
played concern over the deformity, or the parent 
stated that the deformity was increasing. Unlike 
funnel chest, this deformity produces no symptoms. 
Indications for repair are cosmetic only. If a more ex- 
tensive operation is to be avoided, it is better to per- 
form the operation between the ages of 3 and 5 years, 
while the costal cartilages and the ribs are still flexible. 

The operation. This has been designed to give sup- 
port to the lower sternum by restoring the anatomy 
to normal. Because of the marked forward displace- 
ment of the lower sternum, the restoration must 
be overdone. The xiphoid is detached and re- 
attached to the sternum at the level of the fourth 
costal cartilage, bringing with it any diaphragmatic 
fibers it may have, and the upper rectus sheath. This 
degree of displacement puts the portion of the rectus 
sheath that has the abnormal diaphragmatic attach- 
ment to the lower level of the sternum. To allow this 
shift it is necessary to perform a subperichondrial 
resection of the sixth and seventh costal cartilages. It is 


better to make a slot along the front of the sternum so 
that the xiphoid does not create a lump under the 
scar. Fixation should be accomplished by means of 
drill holes. In patients over 5 years of age it will be 
necessary to perform a subperichondrial resection of 
the costal cartilages from the fourth to the seventh, 
before proper alignment can be obtained. In 2 pa- 
tients, besides subperichondrial resection of part of 
the costal cartilage from the third to the seventh, 
osteotomies were necessary in the remaining portions 
to prevent pallisading of the ends of the costal carti- 
lages because of the marked backward retraction of 
the sternum. Once the xiphoid with the rectus is at- 
tached, the sternum moves backward. The costal 
cartilages then have to be aligned to the sternum, and 
this may mean a subperichondrial resection of a vary- 
ing number. If pallisading occurs, osteotomies will be 
necessary. —Earl O. Latimer, M.D. 


Bilateral Adrenalectomy in the Palliation of Meta- 
static Breast Cancer. Mortimer B. Lipsett, WILLET 
F. Wuirmore, Jr., NoRMAN Treves, CHARLEs D, 
West and Others. Cancer, Phila., 1957, 10: 111. 


THE DATA PRESENTED are derived from the continued 
observation of a group of patients with cancer froin 
1951 to October 1, 1955. In order to determine favor- 
able prognostic factors, certain characteristics of the 
patient and the cancers were compared with those of 
patients who had a remission and those who failed to 
respond to adrenalectomy. The characteristics con- 
sidered were the age of the patient, duration of the 
disease, histology of the tumor, and the hormonal 
dependence of the cancer. 

The evaluation of adrenalectomy has been based 
upon objective evidence of improvement, manifested 
by regression or cessation of growth of the tumor. The 
operation was considered a failure if any existing 
lesions progressed or if cancer developed at a new site 
within 2 months of the operation. The one criterion of 
favorable response utilized by the authors that is not 
evaluated in the Proceedings of the First Conference 
on Steroid Hormones and Mammary Cancer is the 
drop in urinary calcium excretion from pathologically 
high levels before surgery to normal levels after. This 
signifies cessation of growth of the tumor and has been 
demonstrated to be as objective a criterion of response 
as are decreases in the peripheral adenopathy, roent- 
genographic evidence of resolving metastatic pulmo- 
nary infiltrations, or roentgen-ray evidence of healing 
in metastatic bone lesions. When there was objective 
evidence of remission, there was concurrent subjective 
improvement. 

The series has been divided into two groups: pa- 
tients having adrenalectomy and patients having com- 
bined oophorectomy and adrenalectomy. Of 45 wom- 
en who underwent adrenalectomy, only 2 had not had 
previous oophorectomy and both of these had had 
roentgen-ray castration. Of this group of 45 patients, 
3 died postoperatively leaving 42 patients for evalua- 
tion. There were 19 objective remissions, the shortest 
of which was 2 months and the longest more than 22 
months. Twenty-five patients had combined oophorec- 
tomy and adrenalectomy. There were no postopera- 
tive deaths in this group. Fifteen of these patients had 
had a spontaneous menopause, and in this subgroup 
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there were 13 remissions. The authors believe that 
this high percentage of remissions resulted from a for- 
tuitous selection of patients, because the results of fur- 
ther observations of other patients in the menopausal 
group have tended to bring down the remission rate. 
In the 10 other patients the menopause was induced 
before the appearance of the metastases. This ac- 
counts for the low average age. There was no sig- 
nificant difference between the two groups with one 
exception. Of the 36 remissions in the entire series, 7 
were based on changes in the urine or serum calcium 
alone. The patients were those with short remissions 
in whom recalcification of bone had probably not 
progressed sufficiently to be visible by roentgenogra- 

hy. 
¥ — of the survivals after adrenalectomy strong- 
ly suggest that when adrenalectomy results in a remis- 
sion it prolongs life. The patients who responded and 
those who failed to respond both received further 
treatment as their disease progressed. The difference 
in the survival rate between these two groups is even 
more impressive when 2 exceptional patients in the 
group that failed to respond to adrenalectomy are ex- 
cluded. One of the latter patients subsequently re- 
sponded to hypophysectomy and lived 21 months after 
this procedure; the other had an excellent response to 
testosterone and is still alive 19 months later. In the 
remainder of the group that failed to benefit from 
adrenalectomy, response to subsequent therapy was of 
short duration. 

The age of the patient at the time of adrenalectomy 
was not a determinant of response. A second factor 
for consideration is the relationship of the aggressive- 
ness of the cancer to the response to adrenalectomy. 
The aggressiveness of a cancer is difficult to assess. 
However, an estimate may be made if it is assumed 
that the patients whose disease was of the longest 
duration prior to adrenalectomy had the least aggres- 
sive disease. For the entire series, the time from diag- 
nosis of the cancer to adrenalectomy was significantly 
longer among the patients who responded to the pro- 
cedure. 

Knowledge of the response of the patient to previous 
endocrine therapy may be of value in predicting the 
response to adrenalectomy. A response to castration 
implied that the cancer was estrogen dependent, and 
that if there were no response to oophorectomy, there 
would be no response to adrenalectomy. Fifty per cent 
(9 of 18) of the women who responded favorably to 
castration had a subsequent response to adrenalecto- 
my. However, of the 7 premenopausal women who 
had not responded to oophorectomy, none were bene- 
fited by the adrenalectomy. A response or lack of re- 
sponse to androgen did not appear to be correlated 
with response to adrenalectomy. ' 

Apart from the statistical considerations with re- 
gard to prolongation of life, there were certain patients 
with critical complications, such as hypercalcemia, 
myelophthisic anemia, or lymphangitic pulmonary 
carcinomatosis, in whom the procedure averted an 
imminent demise. 

The authors are unable to say that the probability 
of obtaining a remission differs significantly among 
the histological groups. The authors do not now 
recommend adrenalectomy for the premenopausal 


SURGERY OF THE THORAX 539 


woman who did not respond to oophorectomy. How- 
ever, no conclusions can be drawn from the response 
of the menopausal or postmenopausal patient to 
oophorectomy. —Earl O. Latimer, M.D. 


Have the Prospects of Cure of Breast Cancer Become 
Better? (Sind die Heilungsaussichten des Mamma- 
karzinoms besser geworden)? R. Reicuie. Deut. med. 
Wschr., 1957, 82: 533. 


RADICAL MASTECTOMY combined with roentgen ther- 
apy represents the most popular method of treat- 
ment of cancer of the breast. 

It is claimed that preoperative irradiation is prefer- 
able to postoperative treatment because the x-rays 
exert a lesser effect on the cicatrical tissue resulting 
from the operation. Other advantages are the imme- 
diate protection against the formation of metastases, 
and the prevention of operative dissemination of 
malignant cells. On the other hand, it is pointed out 
that preoperative irradiation may have a bad psycho- 
logical effect on the patients who demand immediate 
removal of the tumor. Moreover, preoperative irradi- 
ation may delay the healing process, especially if 
pedunculated flaps or free skin grafts are employed. 

Administration of the total x-ray dose in 2 stages, 
namely, preoperatively and postoperatively, prolongs 
the hospitalization period and thus increases the ex- 
pense. 

A more extensive procedure than the customary 
radical mastectomy, namely, excision of the glands 
along the internal mammary artery, is fraught with 
the danger of injury to the pleura. Furthermore, heal- 
ing by second intention may be expected in 25 per 
cent of the cases. Wangensteen’s superradical proce- 
dure has not found any followers in Germany. 

The interpretation of the results of McWhirter’s 
method, consisting of simple mastectomy and followed 
by postoperative irradiations, encounters difficulties 
because his “locally advanced cases” cannot be com- 
pared with any stage of the popular classification of 
breast cancers. 

A biopsy or, more properly speaking, a ‘‘focal ex- 
cision” should be omitted only if the diagnosis is un- 
questionable. 

Hormonal therapy is a new addition to our arma- 
mentarium in the fight against cancer. Androgens do 
not exert a direct influence on tumors but they inhibit 
the activity of the anterior pituitary lobe, especially 
the secretion of gonadotrophic hormone, with resulting 
cessation of ovarian function and disappearance of the 
follicular hormone. A reduction of other steroids which 
are believed to play a role in carcinogenesis is also 
accomplished. The beneficial effect of castration on 
breast cancer is scientifically based on the fact that 
follicular hormone stimulates the proliferation of 
carcinomatous tissue. — Joseph K. Narat, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Wedge Resection in the Treatment of Tuberculosis; a 
Study of 150 Operations. J. J. Quintan, V. D. 
and J. E. Hirtz. Canad. Ass. 7., 1957, 

: 842, 


ONE HUNDRED AND FIFTY wedge resections for tuber- 
culosis of the lung in 144 patients were carried out by 
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the authors at the Nova Scotia Sanatorium, Kentville, 
N. S., between 1951 and 1955. These were done on 
peripheral lesions which had failed to heal after pro- 
longed antimicrobial therapy with at least two tuber- 
culostatic agents. The ages ranged from 13 years to 
50, and 101 were females. 

At operation the chest is entered through the fourth 
or fifth intercostal space witha posterolateral approach. 
With the lung deflated two light clamps are placed to 
enclose the wedge so that the tips are in apposition. A 
continuous catgut suture is placed proximal to the 
clamps. The piece of lung is then excised with a knife. 
The raw lung is covered with pleura. The pleural 
space is washed with saline and drained anteriorly and 
posteriorly. 

Using this method there were 23 complications and 
1 death—the latter from coronary occlusion. The most 
frequent complication (13) was “stubborn space.” 
The author defines this as a pleural space that has not 
become obliterated 2 weeks after operation. All of 
these eventually were obliterated except one. There 
were 3 instances in which the tuberculous disease was 
believed to have spread. There is evidence to indicate 
that these cases were associated with endobronchial 
disease. 

In about one-third of the specimens tubercle ba- 
cilli were found by either smear or culture tests. 

The overall results to date indicate that the con- 
dition in 97.2 per cent of the patients was greatly im- 
proved, and in 1.4 per cent was stationary. The au- 
thors, therefore, believe that this method has a great 
advantage in the surgical treatment of tuberculosis 
because it preserves lung tissue, has a low morbidity 
and mortality rate, and is not technically difficult. 

—Peter Dineen, M.D. 


Simultaneous Bilateral Resection with a Space- 
Diminishing Procedure for Pulmonary Tubercu- 
losis. Vikinc By6rx. 7. Thorac. Surg., 1957, 33: 
617. 


StmuL TANEOUS, bilateral resection of lung tissue for 
pulmonary tuberculosis was reported in 1952. By 1956 
two series totaling 26 patients had been reported by 
other workers in which simultaneous bilateral seg- 
mental resections had been performed without mor- 
tality. The author presents 4 case reports in which 
more extensive bilateral operations were performed 
simultaneously and accompanied by space-diminish- 
ing procedures. Bilateral subcostal incisions and a ver- 
tical midline extension were employed with the pa- 
tient in a prone position. The more involved side was 
resected first. Operation was then continued on the 
opposite side if the patient’s condition permitted. 
The author has provided the following summary of 
procedures in the 4 cases. These patients had bilateral 
pulmonary tuberculosis with cavitation. The right and 
left upper lobes and the superior segment of the left 
lower lobe were resected in case 1. A left osteoplastic 
thoracoplasty was also performed. In case 2 the pos- 
terior apical segments of the left upper lobe and the 
right upper lobe were resected, with a left thoraco- 
plasty. Resection of the right upper lobe, apicopos- 
terior and anterior segments of the left upper lobe, 
and superior and basal posterior segments of the left 
lower lobe was done in case 3 and was accompanied 


540 International Abstracts of Surgery » December 1957 


by elevation of the left diaphragm to the level of the 
fifth rib. Case 4 consisted of resection of the left apico- 
posterior and anterior segments, right apical and pos- 
terior segments of the upper lobe, and superior seg- 
ment of the right lower lobe. 

In the first and third cases tracheostomies and post- 
operative respirator treatment were used to assist ven- 
tilation. In the other 2, the spontaneous postoperative 
ventilation was adequate. Careful case selection is 
stressed, and postoperative car* must be meticulous. 
The author believes that simultaneous, bilateral oper- 
ation shortens hospital care by several months. The 
postoperative breathing exercises are also easier when 
all cavitary disease has been eradicated bilaterally. 

—Enmile L. Meine, Jr., M.D. 


HEART AND PERICARDIUM 


Survival After Coronary Endarterectom 
Cuar.es P. BattEy, ANGELO May, and 
Lemmon. 7. Am. M. Ass., 1957, 164: 641. 


CoRONARY ARTERIAL DISEASE in most cases involves 
the main coronary arteries or the large surface 
branches. The smaller branches of the coronary cir- 
culation which lie beneath the surface of the heart 
remain free of disease. The narrowing or obstructing 
atherosclerotic plaques are often localized and usu- 
ally lie within 4 cm. of the coronary ostia. It has also 
been noted that the larger surface coronary arteries 
do not taper down in size as rapidly as had been pre- 
sumed previously. These facts suggest that coronary 
endarterectomy is a feasible procedure, even though 
the problem is somewhat different than that of en- 
darterectomy in arteriosclerotic peripheral arteries. 
One of the authors (A.M.) had previously demon- 
strated in the laboratory that a hollow metal probe 
could be introduced into the coronary arterial tree 
and passed into the various branches without seriously 
interfering with the flow of blood through the coron- 
ary systems. When a curet-like tip was added to the 
instrument it was possible to remove strips of intima, 
and in the coronary arteries in the cadaver heart 
atheromatous plaques could be stripped out. 
Successful coronary endarterectomy was carried 
out on 2 patients, both of whom had previously sus- 
tained acute myocardial infarction. The original 
intention in both cases apparently was to perform a 
revascularization operation on the heart; but in each 
case, when the heart was exposed the presence of lo- 
calized coronary involvement prompted the endar- 
terectomy. In the first patient, a 51 year old man, a 
partial obstruction at the origin of a lateral branch of 
the left circumflex coronary artery was relieved. 
When the instrument was removed with a 7 mm. long 
tubular cast of the intima, there was a vigorous pul- 
satile flow of blood through the arteriotomy. The 
block was also in a lateral branch of the left circum- 
flex in the second patient, a 52 year old man. Here 
vigorous curetting removed small bits of white partic- 
ulate matter and the blood flow through the vessel 
was greatly increased. In each case, the wound of 
entry into the artery was made as far distally as possi- 
ble and was closed with interrupted sutures of No. 
00000 silk. Anticoagulation therapy with heparin was 
started while the chest was still open in both patients, 
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and later dicumarol was used. Excessive bleeding 
through the chest tube occurred in the second patient 
on the first postoperative day and was controlled by 
additional transfusions and polybrene. Bleeding was 
no problem in the first case. 

Both patients recovered and were discharged from 
the hospital. The second patient has returned to part- 
time employment, free of anginal pain. It is believed 
that these are the first patients to survive coronary 
endarterectomy. The authors do not believe that any 
definite conclusions can be drawn from these 2 cases, 
but hope that they will provide a stimulus for further 
work and research on this problem. 

—George R. Holswade, M.D. 


Ventricular Septal Defects, Their Natural Trans- 
formation into Those with Infundibular Stenosis 
or into the Cyanotic or Noncyanotic Type of 
ap | of Fallot. Benjamin M. Gasut, Rosert F. 
Ditton, VLAstimiL VRiA, and GersHon Harr. 7. Am. 
M. Ass., 1957, 164: 847. 


THis ARTICLE records cases of previously verified ven- 
tricular septal defects which changed into infundib- 
ular stenosis or into a tetralogy of Fallot abnormality. 
The authors emphasize rather strongly that our entire 
concept of congenital heart disease may be in need of 
an extensive revision which places more stress on the 
functional aspects. The transformation of a ventricular 
septal defect with typical catheterization findings into 
a classic picture of a tetralogy of Fallot was described 
by Helen Taussig several years ago. The authors discuss 
the cases of 2 patients who showed a transition from a 
ventricular septal defect to a ventricular septal defect 
plus infundibular pulmonic stenosis, and of 2 patients 
who showed a transition from a septal defect to a 
tetralogy of Fallot. —Howard D. Sirak, M.D. 


A Study of Mitral Stenosis by Combined Catheteriza- 
tion of the Left and Right Sides cf the Heart. JANET 
Dickens, GEorGE RasBeErR, ASHER WoLpow, GILLEs C. 
LorancE, and Harry Goxpsere. WV. England 7. M., 
1957, 256: 1017. 


SIMULTANEOUs catheterizations of the right and left 
sides of the heart were made to evaluate the pressure 
gradient across the mitral orifice of 35 patients with 
stenosis of this valve. Left side catheterization was 
done by needle puncture of the left atrium and the 
insertion of a catheter through the needle into the left 
ventricle. Right side catheterization was done in the 
usual manner. 

The following findings pertain to 35 patients with 
mitral stenosis. The cardiac index was lower than 
normal in 25 patients. The arteriovenous oxygen dif- 
ference was increased. Pulmonary venous capillary 
pressure and left atrium pressure yielded comparable 
values, while in 15 patients the left atrium pressure 
was higher than the pulmonary wedge pressure. Dur- 
ing ventricular filling the pressure gradient across the 
mitral valve was from 5 to 26 mm. Hg. and the 
mitral valve flow was reduced to 100 ml. volume 
flow per second. With atrial fibrillation the pressure 
gradient was decreased and differences in early, mid- 
dle, and late ventricular filling were demonstrable. 
In patients with normal sinus rhythm the pressure 
gradient was greatest at the end of diastole. The pul- 
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monary artery pressure was above normal in 29 pa- 
tients and seemed to indicate a linear relationship 
with pressure in the left atrium regardless of the de- 
gree of pulmonary vascular resistance. An increase in 
pressure in the left atrum was followed by an increase in 
the pulmonary artery pressure which was proportion- 
ally greater when the vascular resistance was above 
normal. The pressure in the left atrium ranged from 
21 to 39 mm. Hg. when pulmonary vascular resis- 
tance exceeded 500 dynes. ‘The work of the right ven- 
tricle was usually increased above normal and greater 
than 1.0 kg.-meters per minute. At valve areas less 
than 0.7 cm.?, the mitral valve flow was less than 110 
ml. per second. 

For the proper appraisal of obstruction, the mitral 
valve flow and the filling pressure gradient should be 
determined simultaneously. When the mitral valve 
flow is plotted against the pressure gradient a para- 
bolic curve is obtained, the slope of which is influ- 
enced by the valve area. Determination of the left 
atrial pressure alone or the pulmonary wedge pressure 
alone would be inadequate in the evaluation of pa- 
tients for commissurotomy. Determination of the pres- 
sure-flow relations across the mitral valve by means of 
a combined heart catheterization technique provided 
reliable data in the operative selection of patients with 
mitral stenosis. —B. G. P. Shafiroff, M.D. 


The Symptomatology and Surgical Treatment of 
Large Auricular Thrombi in Mitral Stenosis (Zur 
Symptomatologie und chirurgischen Therapie grosser 
Vorhofthromben bei Mitralstenose). G. NEuHAUs and 
W. Scuutz. Chirurg, 1957, 28: 175. 


IN THE PERFORMANCE of some 85 operations of which 
one was a commissurotomy for mitral stenosis the 
authors found a free floating thrombus involving the 
auricular appendage and the auricle, the thrombus 
being attached by only a narrow strand. The throm- 
bus was easily able to occlude the valve. 

The case was that of a 39 year old patient whose 
first symptom was that of shortness of breath which 
occurred in 1943. By 1946 this became so severe that 
he had to give up even the most minor of sports. From 
1953 to 1954 the patient suffered first from rheumatic 
disease, and grippe, and following this had an onset of 
severe strain and coughing. At no time was there 
hemoptysis. 

It is interesting to note that the patient reported 
that he could sleep lying level in bed while on his 
right side, but that if he were to turn to the left side 
or lie on his back shortness of breath and spasms of 
coughing would ensue. 

The physical and laboratory findings were rather 
typical of those in mitral stenosis. It was during heart 
catheterization that it was noted that when the pa- 
tient was turned on the left side paroxysms of cough- 
ing occurred and eventually a drop in the oxygen 
content of the right heart and a lowered minute 
volume output were also observed. 

The phonocardiographic interpretation during the 
preoperative workup was such that the activity of the 
thrombus may have been suspected. 

During surgery the thrombus was extracted with- 
out difficulty, the commissurotomy was completed, 
and the patient made an uneventful recovery. There 


he 
08- 
st- 
ve 
is ; 
us, 

he 

en 

n, 

ce 

ir- 

rt 

1g 

: 

es 

e- 

ry 

h 

n= 

n- 

ly 

e 

ay 

rt 

d 

al 

a 

h 

of 

1. 

g 

l- 

e 

of 

). 

| 


542 International Abstracts of Surgery - December 1957 


was marked amelioration of the shortness of breath 
and no further episodes of coughing occurred. 
— Walter L. Byers, M.D. 


One Hundred and Seventeen Surgically Treated 
Cases of Valvular Rheumatic Heart Disease, with a 
Preliminary Report of 2 Cases of Mitral Regurgita- 
tion Treated Under Direct Vision with the Aid of a 
Pump Oxygenator. K. Atvin MERENDINO and 
Rosert A. Bruce. 7. Am. M. Ass., 1957, 164: 749. 


Tuts stupy includes 92 patients with predominant 
mitral stenosis, 20 patients with predominant aortic 
stenosis, 3 patients with aortic insufficiency, and 2 
patients with pure mitral insufficiency. 

Of the 92 patients who were diagnosed preopera- 
tively as predominantly having mitral stenosis, 45 per 
cent had some degree of mitral regurgitation at 
operation. 

Sixteen of these patients had a total of 23 separate 
episodes of peripheral embolism prior to surgery. 

Of 35 of the 41 patients found to have some degree 
of mitral regurgitation at the time of surgery, the 
degree of regurgitation was either unchanged, de- 
creased, or eliminated. In 6 patients the degree of mi- 
tral insufficiency was increased by commissurotomy. 

Among the 51 patients with pure mitral stenosis, 5 
exhibited some mitral insufficiency following the 
operative procedure. 

Thrombi in the auricular appendage and/or atrial 
chamber were found in 26 patients. Twenty-four of 
these 26 patients exhibited chronic atrial fibrillation. 
There were 3 instances of operative embolization in 
patients with atrial fibrillation and all 3 resulted in 
death. Because of this, the present policy includes tem- 
porary occlusion of the carotid arteries in all patients 
with atrial fibrillation. 

There were 10 deaths in this series of 92 patients 
with predominant mitral stenosis, a mortality of 10.8 
per cent. There have been 2 late deaths, one at 11 
months and one at 18 months, postoperatively. In the 
first patient, the lesion was predominantly mitral 
insufficiency and no benefit was obtained from sur- 
gery. The second patient had severe pulmonary fibro- 
sis, and the combination of both pulmonary and heart 
disease resulted in death. 

The major attention at the time of surgery was 
directed to the anterolateral commissure except in 
occasional patients in whom the greatest gain in ori- 
fice size could be obtained only by posteromedial 
commissurotomy. 

The most important factor in the postoperative 
management of these patients is the restriction of 
fluids. Patients given 3 to 5 grams of salt daily after 
the operation fail to correct the hyponatremia char- 
acteristic of this lesion, and a salt overload with pul- 
monary edema and metabolic acidosis may occur. 
The postoperative patient is now restricted for the 
first 2 days to a total of 1,200 c.c. of liquid intake for 
a 24 hour period. This is increased to 1,500 c.c. on the 
third day, and increased to ad libitum amounts 
thereafter. 

Twenty-six of 32 patients who have been followed 
up into their fourth and fifth postoperative years have 
shown sustained improvement in their condition. 
Seventy-seven per cent showed improvement in func- 


tion and 79 per cent in response to a standard exercise 
tolerance test. 


Aortic Stenosis 


Twenty patients with predominant aortic stenosis 
were operated upon and 5 of these had associated 
mitral stenosis, both lesions being treated at the 
same operation. 

At the time of surgery a small partial incision was 
made through the myocardium of the left ventricle. 
The guide of the aortic dilator was inserted obliquely 
through the myocardium and the dilator followed the 
guide through the aortic valve. Dilatation was carried 
out by the proper placement of the instrument in the 
aortic valve. 

There were no operative deaths in this series of 20 
patients. There were 4 delayed deaths, occurring from 
2 weeks to 3 months after surgery, because of progres- 
sive congestive failure. In this group of patients the 
valves were noted to be calcified, either by fluoros- 
copy or at the time of surgery. 

Twelve of these patients have been followed up and 
re-examined. Nine have shown improvement in func- 
tion and in their physical fitness. 


Aortic Insufficiency 


Three patients have undergone insertion of the 
Hufnagel valve for treatment of aortic insufficiency. 
One patient died at the time of surgery, one patient 
died 3 months after operation from pulmonary 
edema, and the third patient is living and well for 
more than a year and his condition is somewhat 
improved. 


Pure Mitral Insufficiency 


Several blind surgical methods had been attempted 
for treating this condition in the past and each has 
been discarded. Recently a procedure utilizing the 
blind placement of a circumferential suture in the 
anulus has been carried out and this appears to im- 
prove the competency of the valves upon tightening 
of the suture. 

Two patients have been recently operated upon 
under direct vision, a pump oxygenator being used to 
maintain the systemic circulation during the open 
heart surgery. The first patient died during the opera- 
tive procedure, but the second patient has made a 
satisfactory recovery and the preoperative murmur 
has completely disappeared following the corrective 
surgery. From this experience it is believed that ac- 
quired mitral regurgitation is now in the realm of 
correctible lesions. —John H. Davis, M.D. 


The Correction of Aortic Insufficiency with a ay 
Valve Prosthesis; Preliminary Report. James H. 
Wistz, Lyte F. Jacosson, Prescotr JORDAN, JR.; 
and Cuar.es G, Jounston. Arch. Surg., 1957, 74: 929. 


ALTHOUGH THE HUFNAGEL VALVE has resulted in im- 
provement in some cases of aortic insufficiency, there 
is need for control at the site of the leak. It was 
thought that a nylon-covered spring valve which had 
previously been used in the mitral area might be use- 
ful when applied to the aortic valve. Such a valve was 
placed in the aorta at the annulus in 48 dogs. These 
valves appeared to be well tolerated in the circula- 
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tion; continuous motion was seen fluoroscopically up 
to 20 months following their insertion, the clotting 
mechanism remained normal, and there was no 
tendency toward thrombosis or embolization. Since 
the authors have been unable to create aortic insuffi- 
ciency in the laboratory animal that anatomically 
corresponds to that occurring in human beings, their 
studies do not really test the eflicacy of the valve in 
dealing with aortic insufficiency. In dealing with the 
problem of aortic stenosis and insufficiency a special 
punch is being developed to resect the clinically 
stenosed aortic valve. It is thought that the resultant 
rim of firm tissue at the annulus would make a good 
seat for the spring valve prosthesis. 

The alloy wire for the frame of the prosthesis was 
obtained from the Elgin National Watch Company. 
Called Elgiloy and measuring 0.016 inch in diam- 
eter, the wire is bent into a paddle shape of appro- 
priate size to fit into the proximal aorta. The long- 
lasting spring property of the wire is the result of com- 
pression in a 35 ton press, heating to 900 degrees F, 
for 5 hours, and cooling to room temperature. The 
frame is covered with a close weave of nylon cloth. 

The method of insertion employed in this study 
does not require extracorporeal circulation or hypo- 
thermia, but combines the azygos flow principle with 
a closed technique. The prosthesis is introduced 
through an ivalon sleeve sewed on to the side of the 
ascending aorta. Pressure is kept low in the aorta 
during this placement by occlusion of the inferior vena 
cava and the superior vena cava distal to the azygos 
vein. A malleable probe which is passed through a 
small opening in the aortic wall opposite to the side 
arm sleeve aids in the retrograde introduction and 
placement of the valve. The handle of the valve is 
brought out through the same opening as the probe 
and is anchored in place with a mattress suture. The 
caval occlusion usually does not exceed 2 minutes. 

After the valve is in place the interstices of the ny- 
lon are filled with fibrin within a few minutes. En- 
dothelial-like tissue gradually covers the prosthesis, 
reaching the end in 8 to 14 days. At the time of sacri- 
fice there was smooth firm union at the junction of the 
prosthesis and the aorta. The valve did not cause any 
demonstrable obstruction in the outflow tract and 
there was no apparent interference with coronary 
filling. —George R. Holswade, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Esophagojejunogastrostomy. P. R. Atiison, G. H. 
tg and A. J. Gunnine. 7. Thorac. Surg., 1957. 


ESOPHAGEAL STENOSIS in women and children is best 
treated by replacement of the stenosed segment with 
an isolated loop of jejunum. The authors give case 
reports and discuss 11 instances in which the patients 
were treated by this procedure, with one death. The 
metabolic effects are minimal and gastrojejunal ulcer- 
ation has not yet been a serious postoperative problem. 

A left eighth rib thoracoabdominal incision is used, 
the diaphragm being split almost up to the hiatus. 
The stomach is mobilized along both curvatures and 
transected just below the cardia. The two ends are 
infolded and sutured, the upper end drawn up into 
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the mediastinum and the esophagus mobilized as far 
as is needed. A Roux loop is now fashioned from the 
proximal jejunum, with careful attention to the requi- 
site length, and its upper end is closed. A pyloromy- 
otomy is done. The Roux loop is now passed up 
through a hole in the transverse mesocolon, made as 
far back as possible, on through the opened lesser sac 
of peritoneum behind and to the left of the gastric 
fundus, on through the hiatus, and into the medias- 
tinum. 

A point is selected on the loop that can be 
anastomosed to the posterior surface of the stomach 
without tension or kinking. The intestine is transected 
obliquely and the upper segment is anastomosed end- 
to-side to the posterior aspect of the stomach. The 
lower segment is joined to the piece of jejunum left in 
continuity with the duodenum by as long a side-to- 
side anastomosis as possible. The hole in the trans- 
verse colon is closed above the duodenojejunal flexure 
and above the enteroanastomosis. The lesser sac is 
closed by suturing the stomach back to the diaphragm 
and an anterior gastrostomy is performed. The gas- 
trostomy helps the escape of gas, enables observation 
of the gastric and intestinal emptying rate, and allows 
oral fluids to be given as soon as the patient recovers 
from the anesthetic. Parenteral alimentation is carried 
out during the first few days. 

The authors advocate particular care toward the 
following technical details: the Roux loop should be 
as straight as possible; if the hiatus is too small it 
should be enlarged, but if it causes kinking of the loop, 
it should be closed and a new opening made for the 
loop to pass through without sagging in the pleural 
cavity; the jejunum should be beveled to meet the 
posterior gastric wall without kinking; the lesser sac 
should be obliterated by suturing the stomach to the 
diaphragm, and a pyloromyotomy should be carried 
out. Air entering the abdomen may be aspirated into 
the pleura during surgery; therefore a roentgenogram 
of the patient’s chest should be taken before he is 
returned to the ward. —Ranes C. Chakravorty, M.D. 


Suppurative Mediastinitis as a Late Complication Fol- 
owing Antethoracic Esophagoplasty (Eitrige Me- 
diastinitis als Spaetkomplikation nach antethorakaler 
Oecesophagusplastik). R. Thoraxchirurgie, 
1957, 4: 471. 


THE AUTHOR discusses the case of a 29 year old man 
who developed complete constriction of the esophagus 
following a corrosion injury in 1937. A dermatojejun- 
oplasty was completed in 1950, following which the 
patient remained well for 6 years. In August, 1956, 
after carrying heavy loads for several weeks, the pa- 
tient developed substernal pain and returned to the 
hospital. Roentgenoscopic examination revealed en- 
largement of the upper mediastinum in the antero- 
posterior view; in the lateral view a dense shadow 
was found, covering the middle and posterior third 
of the mediastinum. 

After resection of the third through the fifth ribs 
posteriorly the mediastinal abscess was drained. Cul- 
tures of the pus revealed the Bacterium coli. Post- 
operatively the patient recovered quickly and was 
discharged a month after operation. He has remained 
well since then. 
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In 1949, at the time that the esophageal repair was 
performed, the skin tube could not be attached to a 
lateral esophagostoma. Therefore the esophagus was 
transected and an end-to-end anastomosis performed, 
and an esophageal blind sac was left in the medi- 
astinum above the constriction. The author believes, 
that a latent infection of the esophageal blind sac 
had been activated by the heavy work carried out 
before the onset of pain. 

This potential hazard of the esophageal blind sac 
in the mediastinum has not been mentioned in the 
literature. The author emphasizes, that even in the 
days of modern thoracic surgery, antethoracic esopha- 
goplasty remains a useful procedure in suitable cases 
as the operative risk is comparatively low; however, 
the skin tube should be attached to a lateral esopha- 
gostoma whenever feasible in order to avoid medi- 
astinal infection. —Erwin Simandl, M.D. 


Mediastinal Emphysema. J. P. MepELMAN. Minnesota 
M., 1957, 40: 410. 


UNDER THE TITLE of ‘“‘mediastinal emphysema”’ the 
author describes a wide variety of disease entities 
known to produce this condition. Included in the 
case reports are spontaneous mediastinal ermphy- 
sema; mediastinal emphysema from ruptured esopha- 
gus, following pulmonary resection, following chest 
wall operations and trauma, following ingested and 
aspirated foreign bodies, and following respiratory 
infections. The author calls attention to the impor- 
tance of recognizing mediastinal emphysema as a 
sequel of pulmonary interstitial emphysema and as a 
cause of chest pain; however, it is doubtful that it 
should be stressed in conditions in which the primary 
pathology is more threatening to the patient’s life and 
more important from a therapeutic point of view. 
—Howard D. Sirak, M.D. 


Myasthenia Gravis Secondary to Thymic Neoplasm; 
Report of a Case in Which Symptoms Developed 6 
Weeks After Total Thymectomy. Benson B. Roe. 
J. Thorac. Surg., 1957, 33: 770. 


THyMic Tumors dre often associated with myasthenia 
gravis. However, the disease may never develop in 
about 25 per cent of the cases. Myasthenia is less com- 
monly associated with malignant thymic tumors. Con- 
versely, thymic hyperplasia is found in about half of 
the cases of myasthenia gravis and a definite tumor 
can be demonstrated in about 15 per cent. It is be- 
lieved that thymectomy definitely decreases the symp- 
toms of myasthenia gravis in more than one-half of 
the cases. 

The author reports the case of a patient who pre- 
sented with the complaint of a nonpainful tearing 
sensation in the chest followed by a dull ache in the 
left shoulder. The only significant finding was a well 
demarcated rounded shadow in the region of the left 
upper bronchus. On exploration, a completely extra- 
pleural tumor, lying on the superior vena cava, was 
found in the anterior mediastinum. This was removed 
in toto with a simultaneous block dissection of the 
upper mediastinum. Histologically, the tumor was a 
benign thymoma with marked cellularity. 

The postoperative course of the patient was entirely 
unremarkable up to the fifth week. During the sixth 
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week he developed rapidly progressive and severe 
dysphagia, which was adequately controlled by ne- 
ostigmine. However, the myasthenia gradually and 
spontaneously disappeared after 3 months. 

—Ranes C. Chakravorty, M.D. 


MISCELLANEOUS 


A Technique of Bronchography with Visciodol, a 
New Contrast Medium. Erc1 J. Pestrt and WALDRON 
M. Sennortt. Dis. Chest, 1957, 31: 548. 


Since the first bronchography by Jackson in 1918, 
utilizing bismuth powder insufflated through a bron- 
choscope, there has been a constant search for more 
satisfactory bronchographic contrast media. Approx- 
imately 25 years ago lipiodol was introduced as a con- 
trast medium, and subsequently other iodized oils, 
water-soluble contrast agents, and dionosil have be- 
come available. Thirty-five bronchograms with vis- 
ciodol, a lipiodol-sulfanilamide suspension, form the 
nucleus of this report. Finely divided sulfanilamide 
increases the viscosity of lipiodol and practically elim- 
inates alveolar penetration. 

Bronchographies in this series were carried out with 
the use of xylocaine topical anesthesia and the 
catheter intubation method. The catheter was inserted 
into the larger of the two nares and was positioned in 
the trachea via the Haight maneuver. Patients then 
lay supine on the fluoroscopy table and the remainder 
of the examination was carried out under fluoroscopic 
control. Prior to injection of visciodol, the catheter 
was positioned just above the orifice of the upper lobe 
bronchus. The amount of visciodol used varied in- 
versely with the patient’s ability to breathe deeply, 
and 8 to 10 cubic centimeters were usually necessary. 
As soon as the bronchograms were completed, the pa- 
tients were instructed to cough vigorously, and films 
24 hours later revealed a small amount of visciodol in 
the larger bronchi and none in the alveoli. The 
authors’ experience with visciodol for bronchography 
was as favorable as those reported in the literature, 
and they were particularly impressed with the minute 
degree of alveolar penetration, high density of the 
image produced, lack of irritation, and rapid elimina- 
tion of the medium. The authors concluded that, to 
date, visciodol is the agent of choice for bronchog- 
raphy. —Gilbert S. Campbell, M.D. 


Supraclavicular Lymph Node Biopsy in the Diagno- 
of Intrathoracic Lesions, Metvin Horwitz and 
Cartes W. Finptay. N. York State J. M., 1957, p. 
2065. 


THIS REPORT concerns 62 patients with roentgen- 
ographic evidence of pulmonary tumors, from whom 
the supraclavicular nodes were removed. There were 
6 minor complications following the node excisions. 
The paratracheal regions of the upper mediastinum 
were not entered. 

Among the 44 patients with malignant pulmonary 
conditions the supraclavicular nodes contained me- 
tastases in 24, and 14 of the 15 patients with palp- 
able nodes had metastases. In 8 patients removal of 
the nodes led to the diagnosis after negative bron- 
choscopic and sputum examinations. The diagnosis 
was not obtained before thoracotomy in only 8 of 
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the 44 cases of lung cancer. Biopsy of the nodes gave 
accurate diagnosis in all 4 of the cases of pulmonary 
sarcoidosis and in 2 of the 5 cases of tuberculosis. 
This study gives information about the pattern of 
the lymphatic drainage of the lungs. The entire 
right lung and the lower left lung drain to the right 
supraclavicular nodes; the left upper lung drains to 
the left; the left midlung drains to both sides. How- 
ever, if nodes are palpable or if one side is blocked 
by metastases the pattern of localization may be 
altered. —Leonard D. Rosenman, M.D. 


Calcified Intrathoracic Lesions Caused By Histo- 
lasmosis and Tuberculosis. B. SERvIANsKY and J. 
\CHWARZ. Am. 7. Roentg., 1957, 77: 1034. 


THE CORRELATED ROENTGENOGRAPHIC AND SKIN TEST 
DATA presented by the authors strongly support their 
belief that histoplasmosis is responsible for the major- 
ity of intrathoracic calcifications found at random in 
the population from a histoplasmosis endemic area. 
Cincinnati lies in the endemic histoplasmosis area and 
of 51 residents with pulmonary or mediastinal calci- 
fications, 31 had a positive histoplasmin but a nega- 
tive tuberculin skin test. The authors believe that a 
calcified lesion larger than 6 mm. in diameter is sta- 
tistically more likely to be histoplasmosis, than tuber- 
culosis. Thus, 30 of the 31 had a lesion larger than 6 
mm. diameter. There were 2 persons with a positive 
tuberculin test but a negative histoplasmin test, and 
both had diminutive lesions smaller than 5 mm. There 
were 10 persons with negative skin tests to both anti- 
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gens and 8 others with both skin tests positive, and all 
18 had lesions which exceeded 6 mm. in diameter. 

A group of unselected chest roentgenograms from a 
nonendemic histoplasmosis area, namely from New 
York City, were next reviewed. From more than 200 
films a group of 59 were found which showed intra- 
thoracic calcification. There were no correlated skin 
tests in this group but 56 per cent of the lesions were 
less than 5 mm. in diameter. 

In a similar unselected group from Cincinnati of 
whom 101 showed intrathoracic calcifications, only 
21 per cent of the lesions were less than 5 mm. in 
diameter, while 79 per cent exceeded the critical 6 
mm. diameter which the authors regard as strongly 
suggestive of histoplasmosis. In addition, in the Cin- 
cinnati group (endemic), there was a 69 per cent inci- 
dence of “stippling” which is the recognizable calcifi- 
cation within the lymph nodes. The (nonendemic) 
New York City group had a low “stippling” incidence 
of only 27 per cent. 

Finally, in a group of 24 cases with autopsy or 
surgery proved histoplasma capsulatum and intra- 
thoracic calcifications, the “‘stippling” incidence was 
67 per cent and the frequency of calcification in excess 
of 6 mm. in diameter was 92 per cent. In some the 
organism was detected not in the calcified chest 
lesions but in the abdominal nodes or viscera. Thus, 
multiple or laminated splenic calcification in pa- 
tients with intrathoracic calcification is regarded 
decisively as histoplasmosis. 

— Everett Shocket, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Abdominal Wound Disruptions; Analysis of 217 
Cases. Corne.ius E. Sepcwick and Joun T. Sutuivan, 
Jr. Surg. Clin. N. America, 1957, 37: 731. 


THE AUTHORS review 217 cases of wound disruption 
occurring over a 32 year period of time and conclude 
that abdominal distention, emesis, and cough are the 
most frequent causes. Despite the knowledge that 
wound healing is dependent upon nutrition, positive 
nitrogen balance, and adequate vitamin C therapy 
this complication persists. Wound separation oc- 
curred in all age groups, in all types of incisions with- 
out predilection for longitudinal over transverse, and 
in patients in excellent as well as in poor nutritional 
states. The most frequent age group affected was 50 
to 70 years. Patients with carcinoma did not have 
this complication more frequently than those who 
were operated upon for benign disease. The type of 
suture material and method of suturing also did not 
appear to influence the incidence of dehiscence. As 
reported in the past, the authors found the time of 
evisceration or dehiscence to be about the seventh 
day following the operation. In all the patients evis- 
ceration was preceded by a serous drainage. 

A through-and-through tension suture using either 
wire or heavy silk was advised for the treatment. 
This form of treatment avoided subsequent hernia in 
the vast majority of patients. The mortality rate of 
evisceration was 18.4 per cent. No mention of improve- 
ment in recent years was made. 

—Lloyd D. MacLean, M.D. 


Studies on the Incidence and Duration of Postopera- 
tive Pn peritoneum. IsaBELLA HaRRIsoN, HER- 
MAN LitweR, and WALTER H. Gerwic, Jr. Ann. Surg., 


1957, 1953591. 


Review of the literature revealed limited references 
to the incidence and duration of postoperative 
pneumoperitoneum. In most reports the air was de- 
scribed as transient, and the absorption time varied 
depending on the type of operation. The average 
duration was usually up to 10 days, but occasionally 
lasted up to from 4 to 6 weeks. The duration after 
upper abdominal operations such as gastrectomy, 
cholecystectomy, and colon resections was longer 
than after appendectomy. 

The authors followed up 104 consecutive postopera- 
tive cases with daily roentgenograms in the upright 
and left lateral decubitus positions until all the air 
was absorbed. The patients were kept in each position 
for a sufficient time to allow the air to migrate prior 
to making the roentgenogram. Portable x-ray films 
were not considered adequate. Often the air was seen 
only in one position and frequently it was apparent 
under one side of the diaphragm rather than bilat- 
erally. 

The incidence of pneumoperitoneum was low after 
herniorrhaphy probably because of the small size of 
the peritoneal opening and the lack of intraperitoneal 
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manipulation. Twenty-five per cent of the patients 
who had appendectomies showed air, a figure con- 
siderably lower than previously reported (67 and 77 
per cent). Upper abdominal operations were followed 
by a high incidence of air, but here again the duration 
was less than that of previous reports. 

The duration appeared to be proportional to the 
original volume and not related to postoperative 
ileus or injection. Larger amounts of air were noted 
in the asthenic individual with a relaxed abdominal 
wall and in patients heavily anesthetized during the 
closure of the incision so that straining was prevented. 
Obesity and distention also reduced the amount of 
trapped air. 

There was no apparent correlation between the 
quantity of trapped air and pulmonary complications. 
The type of anesthesia used did not appear to influ- 
ence the occurrence of pneumoperitoneum. 

The authors observed that most air was absorbed 
within the first 2 weeks, but the incidence and duration 
of pneumoperitoneum were extremely variable. When 
evaluating postoperative complications, such as 
perforated viscus or intra-abdominal abscess, the 
presence of postoperative pneumoperitoneum should 
not be considered a reason for delaying an exploration 
when the clinical signs indicate one. 

—M. C. Anderson, M.D. 


The Treatment of Peritonitis Using Peritoneal Lav- 

age. W. Emory Burnett, G. Raymonp Brown, Jr., 

. P. Rosemonp, H. T. CasweE.t, and Others. Ann. 
Surg., 1957, 145: 675. 


THE AUTHORS present clinical and experimental evi- 
dence which suggests (1) that if uncomplicated peri- 
tonitis is the only cause of the patient’s illness, the 
method of removing the cause, lavaging the peri- 
toneum free of all removable foreign matter with 
large quantities of saline containing antibiotics and 
administering antibiotics systemically is the best 
method of treatment, and (2) that lavage with saline 
alone is as good as or slightly better than instillation 
of antibiotics alone or the intramuscular use of them 
alone. 

The method used is to obtain an exposure adequate 
for a thorough lavage of the peritoneum until clear, 
using a solution of penicillin, 1,000,000 units, and 
streptomycin, 1 gram, to each 500 milliliters of solu- 
tion. The source of contamination is removed if possi- 
ble. Contrary to established practice, all adhesions 
and barriers are broken down gently to destroy any 
hiding place for bacteria so that all surfaces can be 
bathed in the antibiotic solution. If further lavage is 
needed 500 to 1,000 milliliters of the same solution, 
depending on the abdominal capacity, may be left 
in situ or catheters may be inserted into the four 
corners of the abdomen and the solution instilled as 
closure of the wound is completed. The authors have 
usually inserted a Babcock, rustless steel “sump” 
drain into the pelvis, removing it easily in 1 to 3 days 
if no further pus is aspirated through it. If this type 
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of drain were not available, drainage was not used. 
Postoperatively, antibiotics are usually administered 
systemically for 2 to 3 days. 

This procedure also has been found useful in the 
rare occurrence of gross contamination during opera- 
tion. It is used also in patients with severe peritonitis 
who are in a state of shock and seem too ill to withstand 
a formal operation. They can be helped over the crit- 
ical period on many occasions by a stab wound in 
the right or left lower quadrant of the abdomen under 
local anesthesia, administered while the patient is in 
bed, and the insertion of a rustless steel sump drain 
into the pelvis under the guidance of a finger in the 
rectum. After aspirating as much purulent material 
as possible, a saline solution containing antibiotics 
can be pumped in through the sump to fill the ab- 
domen and then be allowed to drain out. Repeating 
this procedure two or three times causes little or no 
systemic disturbance and greatly decreases the sepsis. 
When sufficient recovery has occurred, a definitive 
operation can be done more safely. On a few occasions 
a drain in the pelvis and another in the upper ab- 
domen had been utilized for this purpose. 

The authors have had no experience with lavage 
for the purpose of correcting azotemia and altering 
the serum electrolytes in cases of renal failure. 

—Robert Turell, M.D. 


Personal Technique and Results in Inguinal Hernia 
Repair. Amos R. Koontz. 7. Am. M. Ass., 1957, 164: 
29. 


WHEN CAREFUL surgeons are willing to vary the oper- 
ative technique to fit the anatomy of their patient, 
the number of permanent cures of inguinal hernias 
will approximate 100 per cent. 

In the handling of the sac in indirect inguinal 
hernias, high ligation may be readily accomplished 
by simple transfixion and ligation. When the base of 
the sac is broad as in large indirect and recurrent 
hernias, the sac is best excised and the peritoneum 
closed with a running suture of silk or cotton. 

The author favors the LaRoque incision in sliding 
hernias and in recurrent cases in which the anatomy 
has been markedly altered. This is a muscle-splitting 
incision placed 1 inch above the internal ring, enter- 
ing the peritoneal cavity. The finger placed in the 
peritoneal cavity can then orient the surgeon as to the 
relationships of the sac. 

In the majority of direct inguinal hernias it is not 
necessary to open the sac but merely to invert it. If 
the sac is large, it is best excised with a continuous 
silk closure of the opening in the peritoneum. Oc- 
casionally, the direct sac has a narrow neck which 
lends itself to transfixion and ligation. When dealing 
with an obvious direct hernia, one should always 
search for an associated, indirect sac. The LaRoque 
incision is a helpful adjunct. 

In some indirect inguinal hernias, especially in 
young individuals, the essential defect may be simply 
a hole in the transversalis fascia through which the 
sac protrudes. After high ligation of the sac, the her- 
nia is cured by closing the opening in the transver- 
salis fascia snugly around the cord. More often, how- 
ever, the patient requires more of a plastic repair of 
the inguinal canal; this is especially true in direct 
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inguinal hernias in which the fascia is characteristi- 
cally weak and thin. 

The author employs a relaxing incision in the 
sheath of the rectus muscle almost routinely in the 
repair of inguinal hernias in adults. After elevation of 
the aponeurosis of the external oblique, an incision in 
the rectus sheath is made just lateral to the insertion 
of the external oblique aponeurosis into the rectus 
sheath. The incision should extend upward from the 
symphysis pubis for about 3 inches. He emphasizes 
that when properly placed this incision does not 
weaken the abdominal wall. 

The author favors subcutaneous transplantation 
of the spermatic cord. This maneuver lessens the 
chance for future development of direct hernias be- 
cause of the tight closure of the lower end of the canal. 
He contends that most inguinal hernias in men can 
be cured without removal of the testis. In recurrent 
cases in which section of the cord is necessary in order 
to obtain firm closure, testicular atrophy is very rare 
if the organ is not removed from its scrotal bed. 

Large cords must be reduced in size by removing 
the cremaster muscle and fat in order to obtain a 
snug closure of the internal ring. Tight closure of the 
internal ring is most important in the prevention of 
recurrence and rarely is accompanied by testicular 
atrophy. 

All adipose and areolar tissue should be removed 
from structures to be used in plastic repair. The 
author favors insertion of tantalum gauze in the 
presence of a weak transversalis fascia, rather than 
suture of the conjoined tendon. He stresses covering 
the entire hernial area with the gauze. 

The author does not imbricate the external oblique 
aponeurosis because it creates tension. He believes 
repair of Cooper’s ligament is necessary except in 
cases of recurrent femoral hernia or in those who have 
a weak or damaged inguinal ligament. 

Absorbable suture should never be used in hernia 
repair. Steel wire is not used because of its tendency 
to cut through. Sutures should not be “cut on the 
knot” because of the danger of untying. 

In surgery of bilateral inguinal hernias, the author 
operates on the worst side first. If, after this procedure 
is completed, it seems undesirable to operate on the 
second side, he defers the operation on the second side 
to a later date. 

The author reports a personal series of 436 cases 
with no operative deaths, and 2 recurrences (0.46 per 
cent). He believes that most recurrences take place 
within the first 6 months and nearly all within the 
first 2 years. —Edward M. Miller, M.D. 


Use of cp | Homografts of Dura Mater in the 
Repair of Inguinal Hernias, Francis C. User. Am. 
Surgeon, 1957, 23: 281. 


THE AUTHOR reports the use of lyophilized dura mater 
obtained in the autopsy room for the repair of in- 
guinal hernias. Previous work with homologous 
lyophilized fascia lata suggested that it caused little 
foreign body reaction and that a firm bondage be- 
tween the graft and host tissue developed. Since dura 
mater is composed of the same white fibrous tissue 
with great strength in all directions, it was used as a 
patch graft in the area of the inguinal defect. 
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After the sac of the inguinal hernia is dissected 
out and ligated, an incision is made through the 
transversalis fascia in the fioor of the inguinal canal 
and Cooper’s ligament is exposed. Five or 6 inter- 
rupted sutures of No. 0 silk are placed through the 
middle of the homograft and through Cooper’s liga- 
ment. These sutures are then tied, giving a deep and 
firm anchorage to the middle of the graft. The upper 
edge of the cut transversalis fascia is sutured to the 
under surface of the upper portion of the homograft 
from the symphysis pubis to the internal ring. The 
upper edge of the homograft is sutured to the con- 
joined tendon and to the anterior rectus sheath. 
Laterally, a slit is made in the graft to accommodate 
the cord and the graft is sutured to the internal 
oblique muscle lateral to the cord. The lower portion 
of the homograft is sutured to the shelving edge of 
Poupart’s ligament and medially the graft is sutured 
to the pubic tubercle. The external oblique fascia 
then is closed over the cord without transplanting it. 
At the conclusion of this procedure, the graft is se- 
curely anchored to Cooper’s ligament and surround- 
ing structures to form a new firm floor for the in- 
guinal canal. 

The author has encountered no recurrences fol- 
lowing this procedure; however, the patients have 
been followed up only for a period of up to 2 years. 

The technique is believed to have the following 
advantages: (1) since the dura is sewn in as a graft 
there is no tension and little likelihood of the sutured 
tissues being pulled apart, (2) the deep anchorage of 
the graft to Cooper’s ligament re-inforces the in- 
guinal floor at its most vulnerable point, and (3) an 
abundant supply of dura mater is readily available 
and easily preserved by freeze-drying techniques. 

—Lloyd D. MacLean, M.D. 


Anatomic and Clinical Factors in Femoral Hernia 
(Precisazioni anatomiche e cliniche sull ’ernia crurale), 
L. Patrarin and V. De Marzo. Anat. chir., Rome, 
91957,:2° 7. 


THE AUTHORS review the literature on the subject of 
femoral hernia. They also performed dissections on 20 
cadavers, exploring the femoral canal on both sides, 
and describe the anatomy in detail. Three different 
methods of femoral hernia repair are described: cru- 
ral, inguinal, and cruroinguinal. The authors oper- 
ated on 20 patients with femoral hernia by the cruro- 
inguinal method. Eighteen of the patients were wom- 
en. 
The skin incision was made over the tumefaction or, 
if no mass was present, about 2 cm. from the pubic 
spine and extending vertically 3 fingerbreadths above 
and below the inguinal crease. The crural arch was 
exposed and the hernial sac was dissected free. The 
external oblique muscle was incised for a distance of 
about 2 cm. at the level of the neck of the sac and 
then the crural arch was incised. The neck of the sac 
was then exposed and dissected free; the sac was 
opened and a high ligation was accomplished. 
Hernia repair was then accomplished by suturing 
the aponeurosis to Cooper’s ligament medial to the 
femoral vein with three nylon sutures (size not men- 
tioned), and thereby closing the femoral canal. In 
the event of a strangulated hernia, the sac was opened 
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before it was dissected free in order that the contents 
could be inspected before spontaneous reduction oc- 
curred. The operation is well illustrated in the original 
article. 

The authors have used this operation since 1954 on 
14 patients with strangulated hernia. The small in- 
testine was found in the sac in 2 patients. Omental 
resection was necessary in 8 patients. There have 
been no recurrences to date. 

—Lucian J. Fronduti, M.D. 


GASTROINTESTINAL TRACT 


—— Treatment of Gastric and Duodenal Ulcer 

(Die chirurgische Behandlung des Magen und Zwoelf- 
fingerdarmgeschwuers). W. Scuinx. Muench. med. 
Wschr., 1957, 99: 478. 


FoLLowinc a review of the pathologicoanatomic, clini- 
cal, and experimental studies related to the etiology 
of ulcer of the stomach and duodenum, the author 
reports his results with surgical treatment in 273 cases 
of peptic ulcer during the past 5 years. In 10 cases the 
ulcer was located in the vicinity of the cardia on the 
lesser curvature, in 26 cases in the middle of the lesser 
curvature, in 8 cases on the posterior gastric wall, in 
40 cases in the prepyloric region (in 3 of which a 
primary resection for perforated ulcer was performed), 
and in 41 cases the ulcer was located in the pyloric 
ring (2 primary resections with 1 death). One gastric 
ulcer was located on the greater curvature. There were 
2 cases of hemorrhagic gastritis. In 3 cases of post- 
operative jejunal ulcer, there was 1 death. A second 
resection for perforation was done in 1 case. In a 
series of 95 cases of duodenal ulcer of the anterior 
wall, there were 9 primary resections for perforation, 
with 2 deaths. In the 47 cases of duodenal ulcer of the 
posterior wall, there were 2 deaths. 

These ulcers occur also in children, but there were 
no children in the present series, only 8 patients being 
under 20 years of age. Some of these patients had suf- 
fered from obstruction and pain since school days. 
The incidence of cases in which resection was required 
increased, up to the age of 60 years, from 16 cases at 
the age of 30 years to 80 cases in patients of 60 years. 
After the latter age period there was a sudden drop to 
31 cases at the age of 70 years and only 5 cases at 80 
years. After 60 years of age, a suspicion of carcinoma 
is a factor in deciding the operation. 

The ratio of males to females in this series was 1 to 
6.3. Anamneses revealed the usual symptomatology, 
although some ulcers cause no symptoms until sudden 
hemorrhage or perforation. 

Fresh ulcers of the digestive tract should be treated 
by the internist. Proper treatment in the chronic stage 
will give rise to a mortality rate of only 0 to 5 per cent. 
The author lost only 3 patients of a series of 258 resec- 
tions, or 1.15 per cent. Three different operative pro- 
cedures were employed. Of 15 primary resections for 
perforated ulcer, 3 ended fatally, bringing the total 
mortality rate for the series of 273 resections to 2.19 
per cent. 

The absolute and relative indications for operation 
as observed in most hospitals are enumerated. If oper- 
ation is performed following the relief of shock, and 
improvement of the general condition, the results may 
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be considerably improved. The incidence of acute 
perforation of a gastric ulcer is about 10 per cent, and 
of duodenal ulcer about 41 per cent. 

In the author’s opinion, the simplest and safest 
method is transverse suturing of the perforation, with 
the subsequent application of an omental flap. A delay 
of 12 hours after perforation increases the mortality 
rate 53 per cent, since the initially toxic peritonitis is 
transformed to a bacterial peritonitis after 6 to 8 hours. 
Various statistics referring to the incidence of gastric 
perforations operated upon, and mortality rates are 
cited. 

Primary resection is exceptionally justifiable for pa- 
tients with a history of callus ulcer of long standing 
and perforation of less than 6 hours’ duration with only 
slight peritonitis. The danger of stenosis need not be 
feared too greatly since adequate permeability may be 
restored as the swelling subsides. Should transverse 
suturing of the perforation prove inadequate, simple 
closure of the perforation with omental tissue will not 
suffice. If, in addition, further constriction of the duo- 
denum appears likely, Nissen has suggested the forma- 
tion of an omental cuff (Neumann) over a drain in- 
serted into the perforation. Good results may be ob- 
tained in 25 per cent of the cases with simple suturing, 
without the necessity for a secondary resection. 

Perforation peritonitis cannot be mechanically pre- 
vented by irrigation of the abdominal cavity. Such 
irrigations irritate the peritoneum, and wet towels 
unavoidably chill the patient and increase the danger 
of shock in addition to endangering the asepsis. It is 
preferable to mop up the abdomen and close the 
wound without a drain. Antibiotics are administered 
parenterally and must be used locally only in a diluted 
State. 

The author does not approve of the conservative 
Wangensteen and Taylor technique of treating per- 
forated ulcers with continuous aspiration of the stom- 
ach contents and the parenteral administration of anti- 
biotics. Conservative measures may lead to the neces- 
sity for a subsequent operation for biliary or intestinal 
fistula, intraperitoneal or subphrenic abscess, or per- 
foration into the pleural cavity. Conservative measures 
with continuous aspiration of the stomach contents are 
indicated only in cases of protected, covered perfora- 
tions with subsiding localized peritonitis. 

Various techniques for resection of difficult duo- 
denal ulcers are discussed. The author performed a 
postpyloric resection in 1 case. For a highly situated 
ulcer near the cardia, instead of a subtotal resection, 
the author makes use of a tube or a step-shaped resec- 
tion with results similar to those obtained with a two- 
thirds resection. In case of difficulty with a more highly 
located ulcer, a palliative two-thirds resection (Mad- 
lener) is used with 90 per cent cures. Resection is nec- 
essary in 2 to 3 per cent of jejunal ulcers. In later 
resections for postoperative ulcers of the jejunum, it is 
unwise to remove completely the antral and pyloric 
mucosa, since it exerts a hormone-stimulating effect on 
the acid secretion of the fundus glands. 

The causes and symptoms of massive hemorrhage 
with ulceration are reviewed. Radical operation is the 
treatment of choice, with resection of the bleeding area. 
Various methods of treating complications such as 
insufficiency of sutures, relapses, and gastric atony are 
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mentioned. For the latter, following evacuation through 
the stomach tube, an ion-equivalent solution is intro- 
duced (2 parts of 5 per cent glucose, 3 parts Ringer’s 
solution, and 5 parts of 0.75 per cent ammonium 
chloride). In the event that hemorrhage has occurred 
previously, a careful irrigation with an ice-cold 3 per 
cent sodium chloride solution is recommended. In 
cases of relapse a transverse gastrotomy may be 
indicated. 

It has been suggested by Schrade and Heinecke that 
the dumping syndrome is due to weakness of the vaso- 
motor circulatory reaction, as evidenced by a fall of 
blood pressure, reduction of blood pressure amplitude, 
and tachycardia. The diet should be low in carbo- 
hydrates, rich in proteins and fats, with small frequent 
meals in the recumbent position and no fluids. Pan- 
creas preparations or pepsin may be administered, as 
well as a cathepsin mixture. An abdominal binder 
should be worn and an attempt made to stimulate the 
peripheral circulation. Surgery for peptic ulcer should 
be attempted only after a patient application of con- 
servative measures. — Edith Schanche Moore 


Radiologic Aspects of Benign Gastric Tumors (Con- 
siderazioni sul valore degli aspetti radiologici di 
neoplasia gastrica benigna). G. Peruzzi and G. F. 
Pisrouest. Arch. ital. mal. app. diger., 1957, 23: 3. 


THE LITERATURE was reviewed and the statistics in- 
dicate that malignant tumors are more frequent than 
the benign. The point of origin for the benign tumors 
can be anywhere in reference to position, and they 
can arise from any of the various strata. The usual 
form of benign tumors is rounded and they develop 
into the lumen. They may be sessile or pedunculated. 
The symptoms are usually vague and have no diag- 
nostic significance. A frequent finding, which is not 
very well explained, is hyperchromic anemia re- 
sembling pernicious anemia. 

When ulcers are present in the neoplasm the dif- 
ferential diagnosis is difficult. The benign ulcer is 
usually well rounded and definitely limited. Multiple 
lesions are usually benign. 

The roentgenologic picture represents the macro- 
scopic appearance of the tumor, and it is to be noted 
that the microscopic picture may be completely dif- 
ferent. A benign appearing tumor or ulcer may show 
malignant changes microscopically and vice versa. 

The article is very well illustrated with a total of 
23 figures of the important differential points dis- 
cussed in the text. —Lucian J. Fronduti, M.D. 


The Controversial Relationship Between Blood 
Group A and Gastric Cancer. Lewis Hocc, Jr. and 
GeorcE T. Pack. Gastroenterology, 1957, 32: 797. 


THE AUTHORS attempted to reanalyze the possible 
relationship between blood group A and gastric can- 
cer on the basis that numerous reports on this rela- 
tionship have appeared in the foreign literature, but 
only a single attempt was made in the last 25 years in 
America. 

Two hundred and thirty-seven cases of proved cancer 
from the files of the Gastric Service of the Memorial 
Center, New York City, for the years 1945 to 1955, 
were examined. The predominant blood group in the 
general population of New York City is group O, 
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followed by group A. Patients with gastric cancer 
when compared with persons in the general popula- 
tion of the New York City metropolis show a pre- 
dominance of gastric cancer in the A group only by a 
statistically insignificant +3.05 per cent and a defi- 
ciency of the O group by —9.10 per cent. 

An international predominance of +7.12 per cent 
was found for the association of gastric cancer with 
group A when 5,678 significant cases of gastric can- 
cer were compared with 124,440 significant normal 
population controls in five different countries. 

The consistently increased predominance of blood 
group A found in study of the literature introduces the 
question of genetic or inherited association of gastric 
cancer susceptibility occurring in patients with blood 
group A. Conversely, genetic protection in patients 
with blood group O may be slightly better than in the 
controls. —Harold Laufman, M.D 


Considerations on Carcinoma of the Gastric Cardia. 
P. J. Kuyyer. Arch. chir. Neerl., 1957, 9: 73. 


ANATOMICALLY SPEAKING the cardia is part of the 
stomach and represents the borderline between the 
stomach and the esophagus. It is characterized by the 
so-called cardiac glands which, however, may also be 
found in the mos: distal part of the esophagus. While 
squamous cell carcinomas originating in this part of 
the digestive tract are always to be considered esopha- 
geal tumors, the adenocarcinomas of the esophageal- 
gastric junction may originate in the esophagus or in 
the stomach. This article deals only with gastric 
carcinomas that develop in the cardiac end of the 
stomach. 

Ofequal importance to en bloc resection—removing 
all regional lymphatic structures—is radical resection 
of the primary tumor. It is often difficult to judge the 
intramural spread of a carcinoma. Of 41 curative re- 
sections, 19 of the specimens showed evidence of in- 
tramural spread of the tumor to the wall of the 
esophagus (43.9 per cent). The oral cut surface 
showed microscopic invasion of the tumor in 7 cases 
(17 per cent). When comparing various methods of re- 
section, however, a difference became apparent. In 10 
cases of curative resection of the cardia with subse- 
quent esophagogastrostomy, 4 tumors invaied the 
wall of the esophagus and 3 reached the oral line of 
resection. In 18 curative tubular resections, 9 tumors 
showed invasion of the esophageal wall and 3 reached 
the oral line of resection. In 13 total gastrectomies per- 
formed for carcinoma of the cardia, 6 tumors showed 
invasion of the esophageal wall but only 1 showed ex- 
tension up to the oral line of resection. Exceptionally, 
a carcinoma of the cardia may show a great amount 
of growth upward into the esophageal wall. According 
to Garlock and Scanlon, squamous cell carcinomas 
spread upward more frequently than do adenocarci- 
nomas. Garlock, therefore, always performs a resec- 
tion above the arch of the aorta in a case of squamous 
cell carcinoma. 

One hundred and four patients with carcinoma of 
the cardiac end of the stomach were admitted to the 
Surgical Department A of the Wilhelmina Gasthuis, 
Amsterdam, during the years 1947 to 1955. One pa- 
tient died a few days after admission and 8 others 
were considered inoperable. Ninety-five patients were 
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operated upon, the surgical rate in this series being 91 
per cent. Six had a palliative and 41 a curative resec- 
tion. The resectability rate for all resections was 45 
per cent, and for the curative resections 39.4 per cent. 
The 41 curative resections were made up of 10 
relatively small resections of the cardia with subse- 
quent esophagogastrostomy; 18 tubular gastric resec- 
tions in which the greatest part of the lesser curvature, 
the lesser omentum and its glands, were removed; and 
13 total gastrectomies with removal en bloc of the 
whole stomach, both omenta, the spleen, the tail of the 
pancreas, and all regional lymphatic structures. Six 
patients died after curative resection, an operative 
mortality rate of 14.6 per cent. Of the 35 patients 
leaving the hospital after a curative resection, 10 are 
still alive. Five of them were operated on within the 
last year. Six patients have now been living for more 
than a year, 3 for more than 2 years, and 1 for more 
than 4 years. Twenty-five patients died; 1 of these 
lived 4.5 years, another 3.5 years, 2 for about 2.5 
years, 8 from 1 to 2 years, while 13 died within a year 
of their curative resection. 

For 3 years now the author has clearly distinguished 
between true carcinomas of the cardia without spread 
to the esophageal wall, carcinomas of the cardia that 
show evidence of growth upward into the wall of the 
esophagus, and real esophageal tumors originating in 
the most distal part of the esophagus itself. The latter 
are treated by tubular gastric resection, the con- 
tinuity of the digestive tract being restored by an end- 
to-end esophagogastrostomy in the lower portion of the 
mediastinum. The true carcinomas of the cardia are 
treated by total gastrectomy for the following reasons. 
First it is well established that carcinomas of the 
cardia, like all gastric tumors, spread not only to the 
glands along the lesser curvature, but also frequently 
invade the lymphatic structures in the hilum of the 
spleen, as well as the glands along the greater curva- 
ture and tail of the pancreas. Total gastrectomy offers 
the possibility of an en bloc resection of this entire area. 
Secondly, the author has seen some annoying and even 
serious complications following tubular gastric resec- 
tion. He observed pylorospasm, peptic esophagitis and 
even 2 esophageal ulcers that caused fatal complica- 
tions. Total gastrectomy is performed by a simple 
median upper abdominal incision only. It is possible 
to mobilize 6 to 8 centimeters of the esophagus by 
freeing it from the hiatus and to make a safe anasto- 
mosis between this part of the esophagus and the small 
bowel with the aid of a special plastic button de- 
veloped by Boerema. The technique makes possible 
an en bloc resection of the stomach, both omenta, the 
spleen, the tail of the pancreas, all lymphatic struc- 
tures, and 6 to 8 centimeters of the most distal part of 
the esophagus without opening the thorax. Thirteen 
carcinomas of the cardia have been resected in this 
way. One patient died of peritonitis, but there were 
no cardiopulmonary complications. 

There are two potential dangers known but not 
feared. The method is not employed if the tumor 
shows evidence of infiltrating the wall of the esophagus. 
In doubtful cases a quick biopsy is done. Systematic 
microscopic investigation of the section lines taught 
the author that the oral line of resection was affected 
in 1 of 13 resections. Another objection to this opera- 
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tion is the loss of the whole stomach, which in a way 
is a mutilating procedure. Nearly all patients who 
have had total gastrectomy are admitted to a special 
clinic after their operation, and changes in blood, 
nutrition, resorption, and metabolism are thoroughly 
studied. Also, a dietary regimen to be followed at 
home is prescribed and frequent control examinations 
are carried out. In this way agastric cachexia was 
prevented, except in cases of recurrence of the malig- 
nant condition. —Earl O. Latimer, M.D. 


Carcinoma of the Stomach; a Study of 18 Five Year 
Survivors. JoHN BLALocK and ALTON OCHSNER. Ann. 
Surg., 1957, 145: 726. 


Or 196 PATIENTs with gastric carcinoma seen 5 or 
more years ago, 18 were well and apparently free of 
malignant disease more than 5 years following gas- 
trectomy. These 18 cases constituted the material for 
this report. 

Two of the survivors subsequently died, 1 of a 
cerebrovascular accident 10 years after operation and 
the other of cirrhosis of the liver some 6 years after 
gastrectomy. 

There were 9 men and 9 women among the survi- 
vors, a ratio of 1 to 1, in contrast to a ratio of 2.4 to 1 
among the 175 patients who died within 5 years. The 
ratio of men to women in the entire series was about 
2 to 1. There was virtually no difference in the ages 
of the two sexes. The average age of the 5 year survi- 
vors was only slightly lower for each sex than it was in 
the nonsurvivors. 

The average duration of symptoms before the in- 
stitution of definite therapy among the survivors was 
11.3 months as compared with 7.6 months for the 
nonsurvivors. Of the 5 year survivors 33 per cent gave 
a history suggesting previous peptic ulcer, whereas 
this was true in only 8.5 per cent of the nonsurvivors. 

The authors are convinced that all ulcerative 
lesions of the stomach regardless of how benign they 
may appear should be resected, and that although 
many gastric ulcers are benign the physician who 
advises conservative therapy of any gastric ulcer 
assumes an unwarranted risk because it is impossible 
to determine without serial sectioning whether an 
ulcerative lesion is benign or malignant. 

The analysis confirms for the authors the well estab- 
lished impression that there are few symptoms and 
signs which are determining factors for operability 
in an individual case of gastric cancer. Evidence of 
distant metastasis, preferably proved histologically, 
should be the only factor precluding operability. The 
occurrence of dysphagia and evidence of either dif- 
fuse involvement of the stomach or of involvement of 
the region of the cardia were associated with ex- 
tremely poor results in this series. 

In all 18 of the 5 year survivors the lesion was 
demonstrated preoperatively by roentgenogram. In 
the nonsurvivors 97 per cent were demonstrated 
roentgenographically. 

Three factors which seem to be of decided prog- 
nostic value were: (1) the location of the tumor in the 
stomach, (2) the gross pathologic type of the tumor, 
and (3) the sex of the patient. The operation consid- 
ered best by the authors is radical subtotal gastrec- 
tomy. Total gastrectomy was employed only in pa- 
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tients with diffuse disease and those whose lesions 
were situated in the upper portion of the stomach. Of 
the 13 patients in the entire series (of 193) who had 
total gastrectomies there was a hospital fatality rate of 
30 per cent, whereas distal subtotal gastrectomy car- 
ried a hospital mortality rate of 7.5 per cent. An in- 
teresting observation was that there were five 5 year 
survivals among patients whose operations were con- 
sidered palliative. 

Though the authors believe that each tumor has 
individual features and potentialities, they are of the 
opinion that radicalism must be practiced only to the 
limits of practicability in order to salvage the maxi- 
mum number of patients with comfortable prolonga- 
tion of their lives. Only a small group of patients who 
would not be cured by radical subtotal gastric resec- 
tion can be cured by supraradical and combined 
resections. —AHarold Laufman, M.D. 


Carcinoma and Adenoma of the Stomach (Carcinoma 
e adenomi dello stomaco). Giuseppe FRANcHI. Arch. 
ital. mal. app. diger., 1957, 23: 58. 


THE AUTHOR reports on a 63 year old male patient 
who had been complaining of epigastric discomfort 
for about 6 months. A palpable mass about the size of 
a tangerine was present in the epigastric region. 
Roentgenograms revealed a deformity in the antral 
region with some irregularity in the cardiac region. 

At operation he was found to have a large tumor 
along the lesser curvature and two smaller nodules, 
one in the juxtacardiac area and the other in the jux- 
tapyloric area. A subtotal gastric resection with ante- 
colic gastrojejunostomy and a Braun complementary 
procedure was performed. 

The pathological report showed the large tumor to 
be an adenocarcinoma. The smaller tumor in the 
pyloric area was an adenomatous polyp with neuro- 
matous changes, while the tumor in the cardiac re- 
gion was an adenoma with beginning malignant de- 
generation. 

The postoperative course was uneventful and the 
patient was discharged on the tenth day. 

A review of the literature is presented on the sub- 
ject of adenoma and carcinoma of the stomach. 

—Lucian 7. Fronduti, M.D. 


Regional Lymphatic Spread of Carcinoma of the 
Stomach (La diffusione linfatica regionale del cancro 
dello stomaco). Sirvio Messinettr and Tommaso 
Tommaseo. Ann. ital. chir., 1957, 33: 793. 


THE AUTHORS examined the tissue removed from 51 
patients who had a total or partial gastrectomy for 
carcinoma of the stomach. The object of this study 
was to determine the growth pattern of carcinoma of 
the stomach, depending on the histologic type and 
location. 

The location of the lesion was classified as to the 
fundus, cardia, pylorus, greater curvature, lesser 
curvature, and anterior and posterior wall. The 
histologic types were adenocarcinoma, solid carci- 
noma, undifferentiated carcinoma, and mucinoid 
carcinoma. The lymphatic glands about the stomach 
and the hepatic, splenic, pyloric, and celiac nodes 
were also examined for metastatic involvement. 
These findings are all tabulated in chart form. 
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From these studies the authors conclude that it is 
not possible to determine the extent of local and 
regional involvement by gastric carcinoma from the 
macroscopic anatomy. Thus a gastrectomy should be 
made as radical as feasible in the surgical treatment 
of any form of gastric carcinoma. 

—Roland A. Manfredi, M.D. 


The Billroth I and Billroth II Operations; Compar- 
ison of Results 6 to 10 Years After Operation for 
Gastric, Duodenal, and Gastrojejunal Ulcers. 

Arch. Surg., 


WALTMAN Wa and Tuomas E. 
1957, 74: 680. 


THE AUTHORS present the results obtained in 729 pa- 
tients who underwent the Billroth II operation for 
peptic ulcer. The duration of follow-up was 6 to 10 
years. The operative mortality rate was 1.7 per cent. 
Recurrences were proved in 3.7 per cent of the pa- 
tients and suspected in an additional 1.6 per cent. 
Proved recurrences occurred in 3.6 per cent of those 
with duodenal ulcer, in 2.9 per cent of those with 
gastric ulcer, and in 8.0 per cent of those with gastro- 
jejunal ulcer. The sex incidence of recurrence was 
essentially equal except among patients with gastric 
ulcer. In this group all 4 proved recurrences were in 
men. Ninety-two per cent of the patients had excellent 
or good functional results. It is said that when ulcer 
recurrences are disregarded, an additional 2 per cent 
of the patients continue to have severe postgastrectomy 
symptoms. 

Comparison has been made with 185 cases in which 
the Billroth I procedure was employed for peptic 
ulcer with a corresponding 6 to 10 year follow-up. The 
average amount of stomach resected approximated 
two-thirds in both groups. The over-all percentage 
incidence of proved and suspected recurrences in the 
Billroth I series was twice that in the Billroth II series. 
For gastric ulcer the percentage incidences of proved 
recurrences were essentially equal in the two series. 
For duodenal ulcer the percentage incidence of proved 
recurrence in the Billroth I series was twice that in the 
Billroth II series. The limited use of the Billroth I 
operation for duodenal ulcer, however, prevents 
authoritative comparison. 

For gastrojejunal ulcer the rate of recurrence after 
the Billroth I series was nearly two and a half times 
that after the Billroth II series. Again the Billroth I 
operation was employed too infrequently to allow 
critical comparison. 

There were no proved or suspected recurrences in 
either series in the treatment of combined gastric and 
duodenal or pyloric ulcers. 

Comparison of the Billroth I and Billroth II opera- 
tions as to functional results failed to reveal any sig- 
nificant difference. 


Problems with Artificial Stomachs Following Total 
Gastrectomy (Die Problematik des Ersatzmagens 
nach totaler Gastrektomies), H. MANsEcK. Chirurg, 
1957, 28: 49. 


EvEN THOUGH the mortality of total gastrectomy has 
been reduced from 50 per cent to 10 to 20 per cent and 
such authors as Nakayama report statistics as low as 
2 to3 per cent, the problem of the “‘agastric”’ syndrome 
still constitutes a serious complication in the post- 


operative totally gastrectomized patient. The prom- 
inent symptoms are edema of the lower extremities, 
glycosuria, disturbances of fat metabolism, pathologic 
changes of protein metabolism, and anemia. These 
symptoms are largely present in cases in which an 
attempt has been made to form a new substitute stom- 
ach by one of various techniques. It is not believed 
possible to create a new stomach which is as valuable 
as the normal stomach because of the inability to re- 
place gastric glands, and thus the new pouch can 
neither produce hydrochloric acid nor the other fer- 
ments of the stomach. It also cannot perform the 
mechanical work done by the normal stomach. The 
“‘agastric’”’ symptoms are attributed to the loss of stom- 
ach ferment and hydrochloric acid. With such loss the 
flora of the large intestine can invade the small intes- 
tine and this results in the absorption of the toxic 
products of protein metabolism. Following this, edema 
occurs and in some cases liver damage. Diarrhea is 
also related to this chain of events and is usually the 
result of a chronic enteritis. 

It is the author’s opinion that it is difficult to justify 
the creation of a new stomach in patients already 
impaired by malignant involvement of the stomach, 
for the required surgical procedure is too much of a 
strain for the emaciated patient. Rather, the restora- 
tion of the intestinal tract should be effected without 
a new gastric pouch. Three possibilities are mentioned, 
one of which is the creation of an anastomosis between 
the esophagus and duodenum, or a Billroth I type of 
procedure. A second is the Y-shaped anastomosis 
according to Roux, and the third is the end-to-side 
anastomosis of esophagus and jejunum called the Bill- 
roth II procedure. 

The first method is considered to be too difficult 
because of the great distance between the esoph- 
agus and duodenum and the need to overcome 
this tension by mobilizing the pancreas and suturing 
it to the under surface of the diaphragm. The anas- 
tomosis performed according to Roux requires an 
additional end-to-side anastomosis of the jejunum but 
is a satisfactory method in cases in which the small 
bowel mesentery is too short and cannot be mobilized. 
The author prefers the end-to-side, terminolateral, 
esophageal jejunostomy which usually does not pre- 
sent difficulties in mobilization. Postoperatively, a 
substitute type of gastric pouch is frequently seen 
radiologically in this sort of procedure which the au- 
thor ascribes to the result of mechanical pressure on 
the anastomotic loop of intestine. 

Postoperatively, the patients do well; their food 
must be ingested slowly but most patients subsist ade- 
quately on 5 meals a day. To prevent gastric symp- 
toms the patients are put on a regular schedule of food 
intake and kept on a bland diet. Enzymes, acidopepsin 
treatment, vitamin By, and folic acid are also in- 
cluded. With such treatment there have been no cases 
of the dumping syndrome and other “‘agastric’”’ symp- 
toms, as mentioned above, have also been absent. In 
such procedures a Braunsche anastomosis has been 
done which helps to prevent the reflux of chyme into 
the esophagus. It is the author’s opinion that end-to- 
side anastomosis of the esophagus with the jejunum is a 
satisfactory substitute for an artificial stomach. 

—W. Harrison Mehn, M.D. 
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Meconium Ileus and Meconium Peritonitis. Paut F. 
Fox and Wixuis J. Potts. Arch. Surg., 1957, 74: 733. 
THE AUTHORS review the literature and their recent 
results in treating meconium ileus and peritonitis. The 
characteristic clinical features are vomiting, abdom- 
inal distention, and failure to expel meconium stools. 
The vomiting is persistent and usually follows attempts 
to feed the patient. Marked abdominal distention is 
usually present, and dilated superficial veins are often 
seen in the abdominal wall. The distention is com- 
monly present at birth and thus differs from that 
caused by congenital atresia which does not appear 
until some hours after birth. Failure to pass meconium 
stools is an important finding, and on digital rectal 

examination no meconium is obtained. 

Abdominal masses consisting of meconium are occa- 
sionally palpated in the lower right quadrant. The 
occurrence of the disease in more than one sibling has 
been observed frequently. No significant difference in 
occurrence in either sex had been noted. 

Roentgenography should include films made in 
both supine and upright positions. Dilated loops of 
small intestine proximal to the obstruction are seen. 
The colon ordinarily contains no air. A great varia- 
tion in the size of the distended intestinal loops and a 
mottled or granular appearance of the inspissated 
meconium are often seen. Minute bubbles due to 
small quantities of gas being forced into the tenacious 
obstructing meconium sometimes are seen throughout 
the terminal ileum. There is an absence of fluid levels 
in the upright film. In obstructions of the small bowel 
from other causes fluid levels are usually seen. 

The roentgenographic features of meconium peri- 
tonitis are variable and include: diffuse opaque 
abdomen, fluid between intestinal loops, free air, and 
the presence of calcium in the peritoneal cavity. 

The advised treatment of patients with uncom- 
plicated meconium ileus is enterotomy, removal of the 
thick meconium, instillation of a solution containing 
pancreatic substance, and closure of the enterotomy. 
A right paramedian abdominal incision is used. The 
quantity of pancreatin utilized is 2 grams in 10 milli- 
liters of water or viohase, 4 grams in 50 milliliters of 
water. The results of this treatment have been ex- 
tremely good. Six of the 7 patients who were treated as 
stated survived the operation (86 per cent). Two of 
these patients died at a later date from the complica- 
tions of fibrocystic disease (bronchopneumonia or 
induction). 

Patients in whom meconium ileus is complicated by 
volvulus, gangrene, perforation, or meconium peri- 
tonitis often require resection in addition to removal of 
the meconium. The authors do not have a single pro- 
cedure they advise in this situation, such as the Miku- 
licz resection, but believe one must act according to the 
demands of the situation encountered. The results in 
this group of patients are much less favorable than in 
the first, uncomplicated group. 

Postoperatively, the treatment should be directed to 
the associated mucoviscidosis. The essentials of this 
therapy are a high caloric, high protein, and high 
simple sugar diet which is low in fat. Water-miscible 
vitamins (vitamin D, 2,000 units; vitamin A, 10,000 
units; vitamin B complex, and ascorbic acid, 100 
mgm.) and pancreatic extracts should be adminis- 
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tered. Antibiotics are used prophylactically as long as 
there is evidence of pulmonary involvement. 
—Lloyd D. MacLean, M.D. 


Meocolitis. HARRY YARNIs, RicHARD H. MarsHak, and 
Burritt B. Croun. 7. Am. M. Ass., 1957, 164: 7. 


IN REGIONAL or segmental ulcerative colitis which 
begins in the proximal part of the colon, spreading 
distally and usually sparing the lower sigmoid and 
rectum, there is a high (40 per cent) incidence of 
retrograde involvement of the terminal ileum. The 
pathologic process in this “‘backwash”’ ileitis is ulcera- 
tive and exudative and confined to the mucosa and 
submucosa as opposed to the sclerosing granuloma- 
tous process characteristic of regional ileitis. 

Granulomatous extension of regional ileitis into the 
proximal colon while not common is widely recog- 
nized. The segmental form of ulcerative colitis is 
characterized by diffuse ulcerations. However, in a 
small number of cases the pathologic process is gran- 
ulomatous and cicatricial rather than ulcerative. 

The authors use the term “combined ileocolitis”’ 
to signify the presence of granulomatous ileitis and 
ulcerative colitis. When granulomatous ileitis is com- 
bined with granulomatous colitis, the term granu- 
lomatous ileocolitis is used. Combinations of the two 
diseases may take place synchronously or metachro- 
nously. 

The authors report on 60 cases of ileocolitis from 
their private office files; 27 were females and 33 were 
males. There were 58 cases of combined ileocolitis and 
only 2 of granulomatous ileocolitis. In 40 patients, the 
ileitis and ulcerative colitis were synchronous in ori- 
gin. In 18 cases either ulcerative colitis or ileitis was 
originally present but, after an attempt to cure the 
original disease by surgical intervention, the second 
disease developed, thus warranting the term “meta- 
chronous.” 

Although ulcerative colitis and regional enteritis 
have different pathologic characteristics, their clin- 
ical manifestations are somewhat similar. The onset 
occurred most often in the second and third decades. 

The 42 cases of synchronous ileocolitis are divided 
as follows: terminal ileum and ascending colon, 18 
cases; terminal ileum and transverse colon, 2; term- 
inal ileum and distal part of colon, 5; terminal ileum 
and entire colon, including rectum, 1; ileum, jejunum, 
and entire colon to sigmoid, 5; and terminal ileum 
and entire colon to sigmoid, 11. Of the 18 cases of 
metachronous ileocolitis, the primary disease was in 
the terminal ileum in 13 instances, and after an ileo- 
transverse colostomy, ulcerative colitis developed. In 
5 cases the primary disease was ulcerative colitis in- 
volving the entire proximal part of the colon except- 
ing the rectum and sigmoid; in 4 of these patients, 
granulomatous ileitis developed after subtotal colec- 
tomy and ileosigmoidostomy. In 1 ileostomy was 
required after the original ileosigmoidostomy; follow- 
ing this the patient had a granulomatous jejunitis and 
5 years later a granulomatous ileitis. 

In each of the cases described, characteristic 
roentgenographic findings of regional enteritis were 
present and were unaffected by inflammatory disease 
of the colon. The alterations consisted of narrowing 
of the intestinal lumen, rigidity, ulceration of the 
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No tumor cells found in lumen aport from tumor itself 
8 CASES —38.1% 


Free tumor cells in lumen, but not beyond ligature 
7 CASES-33.3% 


Tumor cells found beyond one or both ligatures 
6 CASES— 28.6% 


Fig. 1. (Adamson). Results obtained in 21 cases by 
ligating the colon several inches above and below the 
tumor to prevent spread of desquamated cells into the 
ends to be anastomosed. In one-third of the cases the 
ligatures were probably instrumental in preventing 
implantation of tumor cells into the suture line, while 
in almost as many cases tumor cells had migrated be- 
yond the ligature and were subject to implantation in 
the bowel wall. 


mucosa, inflammatory polyps, skip areas, fistulas, and 
separation of the involved intestinal loops due to 
thickening of the intervening mesentery and enlarged 
lymph nodes. In the majority of cases, the inflam- 
matory process was confined to the distal part of the 
ileum. In 5 cases a diffuse jejunoileitis was present. 
In backwash ileitis (associated with diffuse ulcerative 
colitis or segmental colitis), narrowing of the intes- 
tinal lumen was not as marked as when there was 
granulomatous involvement. The mucosa presented 
minimal ulceration, rare fistula formation, and no 
skip areas. Marked separation of the intestinal loops 
was not usually observed. 

It was difficult to determine radiologically whether 
the alterations in the colon were ulcerative or gran- 
ulomatous. In cases in which there was an associated 
granulomatous colitis the findings in the colon were 
usually limited to a short segment that extended 
approximately to the hepatic flexure and resembled 
the ileal lesion in that there was marked narrowing 
and rigidity. Fistula formation and marked ulcera- 
tion were uncommon in granulomatous colitis. 

When the lesion in the colon was diffuse, extending 
to the splenic flexure and mid-descending colon, the 
process was usually due to and resembled ulcerative 
colitis, in that there was slight to moderate rigidity 
and absent or distorted haustral marking. Ulceration 
of mucosa was more frequent with and without in- 
flammatory polyps. Shortening of the colon is more 
common in ulcerative than in granulomatous colitis. 
Stricture formation is common to both. 

In the colon, the exact termination of the disease 
could not always be determined radiographically. At 
operation and pathologically, ulceration was present 
that was not seen on x-ray examination. 

Clinically, fever, cramps, and diarrhea are the 
presenting symptoms of ileocolitis. Leucocytosis cor- 


responds to the fever, except in very toxic, acute cases 
in which the leucocyte count may be low. The sedi- 
mentation rate remains elevated until the inflamma- 
tion subsides. Foul diarrhea with or without bloody 
stools is usually present, but the tenesmus and rectal 
urgency found in extensive ulcerative colitis are ab- 
sent. Anorexia, weight loss, and vitamin deficiency 
are common. Secondary anemia is consistently 
present. 

An abdominal mass was palpable in 24 cases, 
usually in the right lower quadrant. Splenomegaly, 
clubbing of the fingers, and erythema nodosum were 
occasionally noted. Intestinal obstruction was rare, 
and when present responded to intestinal intubation. 

Internal fistulas occurred in 8 cases, while external 
fecal fistulas were present in 7 cases. Four of the latter 
were secondary to a perforated ulcerative colitis of 
the sigmoid, and two originated in the terminal ileum. 
Perirectal abscesses and fistulas were present in 23 cases. 

Medical treatment should be attempted in all cases 
of ileocolitis unless there are definite indications for 
surgery. In the acute stage, therapy consists of bed 
rest, bland low residue diet, intravenous fluids, and 
plasma or blood if necessary. Injections of crude liver 
extract and vitamins are indicated. The insoluble 
sulfonamides and broad spectrum antibiotics are used 
to combat secondary infection. Steroid therapy is 
important in the acute stage of high fever and intoxi- 
cation. Of 18 patients treated medically, 1 is cured, 
2 are well, 5 are improved, and 8 continue to have 
recurrences and are in a chronic state of malnutrition. 

In this series, 42 patients were treated surgically, 
multiple operations being required in most instances. 
In general, surgical intervention is most successful 
when the disease is localized to the distal ileum and 
proximal colon and the patient has not responded to 
medical treatment. Local palliative resections of ste- 
notic areas of ileitis and jejunitis are frequently neces- 
sary when intestinal obstruction exists. Occasionally 
massive resections of the colon and small intestine are 
necessary because of exsanguinating hemorrhage or 
progressive disease. In the majority of cases various 
short-circuiting and resective operations were done. 

Results in the 42 surgical cases can be considered 
good in only 10 patients, 7 are improved, 20 are in 
poor condition, 2 died, and 3 are lost to follow-up 
examination. In 13 of the surgical cases, the patients 
eventually required an ileostomy. As might be ex- 
pected, the prognosis in the combination of these two 
severe inflammatory diseases is poor. 

—Edward M. Miller, M.D. 


Significance of Angioinvasive and Desquamated Tu- 
mor Cells in Carcinoma of the Colon and Rectum. 
NATHANIEL E. Apamson, JR. Surg. Clin. N. Ameria, 
1957, 37: 749. 


THE AUTHOR’s studies confirm the observations of 
other workers that malignant cells arising from neo- 
lasms within the colon and rectum can be recovered 
rom the venous mesenteric blood draining the area, 
and that tumor cells can be found free in the lumen 
at considerable distances from the primary lesion 
(Tables I and II). 
It seems logical to assume that manipulation of the 
tumor incident to its mobilization and removal could 
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TABLE I.—CORRELATION OF LYMPH NODE IN- 
VOLVEMENT WITH HISTOPATHOLOGIC AND 
CYTOLOGIC EVIDENCE OF VENOUS EXTENSION 

Cases with venous extension 
Cases Histopathologic Cytologic 
Negative nodes 5 6 
Positive nodes 26 14 8 
50 19 (38%) 14 (28%) 


Note: Almost even division between those tumors with node involve- 
ment and those without. 
Although almost half the specimens had no involved nodes, five (21 
cent) of these showed blood vessel invasion and six (25 per cent) 
fad tumor emboli in the mesenteric venous blood. 


TABLE II.—CORRELATION OF VENOUS EXTENSION 
DEMONSTRATED HISTOPATHOLOGICALLY AND 
CYTOLOGICALLY 


Cytologic evidence of 
venous thrombi 


No. Per cent 
Blood vessel invasion histo- 
logically demonstrated. . 38 5 
No blood vessel invasion 
demonstrated 62 am 
14 (28%) 
Note: Of the 19 cases with blood vessel invasion, only five had emboli 
recovered from the blood. 
In nine cases no blood vessel invasion was demonstrated but tumor 


emboli were recovered. Thus, 18 per cent of the patients studied had 
venous emboli without histopathologic evidence of venous extension. 


well result in the dissemination of tumor cells in the 
venous channels and in the bowel lumen. Ligatures 
around the bowel lumen have proved effective barriers 
to the spread of such cells and should be employed 
before mobilization of the involved bowel is begun. By 
the same reasoning it would seem wise to ligate the 
mesenteric vessels prophylactically as a preliminary 
step in the resection of the colon and rectum for 
carcinoma. The recovery of tumor emboli in the 
mesenteric venous blood from specimens of large 
bowel carcinoma that have no demonstrable blood 
vessel invasion or lymphatic spread provides an ex- 
planation for the occasional early or widespread re- 
currence in the patient believed to have had a lesion 
with a favorable prognosis. 
—Ernest D. Bloomenthal, M.D. 


The Classification of Anorectal Fistulas. E. S. R. 
Hucues. Austral. N. Zealand F. Surg., 1957, 26: 274. 


THE AUTHOR modifies the classification of Milligan 
and Morgan for anorectal fistulas in describing his 
series of 111 cases. His modified classification includes 
the following criteria: 

1. Subcutaneous and submucous fistulas. Both of 
these originate and terminate beneath the skin and/ 
or mucosa of the anus. The tract may lie in the sub- 
mucosa or outside the internal sphincter muscle. 

2. Perianal fistulas. These lesions appear to be the 
sequels of perianal abscesses and the greater part of 
the tract lies outside the anus. In 11 patients no 
internal opening was found and in 3 there was no 
external opening. In most cases the fistula passed 
through the internal sphincter muscle about one 
centimeter above the lower border. A fact not usu- 
ally recognized is that the surgical cure of this com- 
monest of all anorectal fistulas involves the division 
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of a part of the internal as well as a part of the external 
sphincters. 

3. Ischiorectal anal fistulas. The fistula most fre- 
quently commences at the middle line posteriorly or, 
less often, at the anterior middle line and terminates 
in the ischiorectal fossa. The tract may pass deep into 
the area of the inferior hemorrhoidal vessels, which is 
a matter of concern to the surgeon. 

4. Rectal fistulas. These are probably not a sequel of 
ischiorectal infection and the tract enters the rectum 
above the anal sphincter, implying that all the muscle 
composing the sphincters must be divided to lay open 
the fistulous tract. —Sheldon O. Burman, M.D. 


LIVER, GALLBLADDER, PANCREAS, AND 
SPLEEN 


Research Interruption of the 

terial Supply to the Liver (Ricerche sperimentali 
sulla interruzione del circolo arterioso epatico). G. 
and V. D’Assicco, Acta chir. ital., 1957, 
75. 


A stupy was made of the results of the pathologic 
changes in the liver following interruption of the 
hepatic artery, and the early and late effects of inter- 
ruption of the anastomotic blood supply and of the 
injection of various antibiotics into the hepatic artery 
before ligation of the vessel. 

Three particular theories as to the cause of death 
were noted, and on this basis the study was begun by 
interruption of the hepatic, gastroduodenal, pyloric, 
and all other vessels that might contribute to the 
hepatic supply. One group of workers thinks that 
death is due to toxicity following massive infarction 
of the liver. A second theory is that of hypoglycemic 
shock with vasodilatation due to anoxia, while a third 
possible cause was said to be necrosis and gangrene 
secondary to infection by anaerobic bacteria which 
are known to be saprophytic in the liver. 

The following are the observations of the authors 
after their study of 36 animals: 

1. Interruption of the blood supply from all sources 
to the liver resulted in early death of all the animals 
because of the growth of the Clostridium welchii. 

2. A single dose of one million units of penicillin 
introduced into the heptic artery before ligation of 
the vessel is sufficient to “‘sterilize” the liver and pre- 
vent the death of the animal. 

3. Cholecystectomy caused the death of one animal, 
and necrosis of the gallbladder was noted to follow 
ligation of the vessels. This necrosis was found to be 
due to anaerobic organisms found in the bile. How- 
ever, despite ligation of the peripheral vessels, necrosis 
could be prevented if bile within the gallbladder was 
aspirated and 200,000 units of penicillin were intro- 
duced into that organ. 

4. Arteriography immediately after death and up 
to periods of 3 months failed to show any evidence of 
a collateral circulation. 

5. Histologic examinations of the animals sacri- 
ficed after periods of 1, 2, and 3 months showed evi- 
dence of lesions of the liver which persisted because of 
interruption of the blood supply and the toxic effect 
of the direct injection of the antibiotic. 

— Walter L. Byers, M.D. 
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Primary Epithelial Liver Tumors and Hepatic 
Cirrhosis (Tumori epiteliali primitivi del fegato e 
cirrosi epatica). GrusEpPE CALZOLARI. Anat. chir., 
Rome, 1957, 2: 55. 


THE LITERATURE on the subject is reviewed and 12 
personal cases are reported. The 12 cases of primary 
epithelial tumor associated with hepatic cirrhosis were 
found in reviewing 7,000 autopsy protocols. Six of 
these cases are reported in detail. One patient was 
operated upon and this represented the onlyycase in 
about 10,000 laparotomies performed in the upper 
abdominal quadrants. 

After careful study of the personal cases and the 
available literature, the author concludes that primary 
hepatic epithelial tumors in cirrhotic livers are rare 
and completely independent of regenerative phenom- 
ena. Cirrhosis cannot be considered as a precancerous 
lesion. It is much easier to diagnose a malignant tumor 
than the benign form. The conclusion is that epithelial 
tumors of the liver are rare and that no relation what- 
soever exists between these and cirrhosis of the liver. 

—Lucian J. Fronduti, M.D. 


Problems of Retained and Recurrent Common Bile 
Duct Stones. SetH W. Smitru, CHARLES ENGEL, BERYL 
AVERBROOK, and P. LoncmireE, JR. 7. Am. 
M. Ass., 1957, 164: 231. 


THE AUTHORS discuss the problems of retained and 
recurrent stones of the common bile duct. Because 
of the difficulty in ascertaining whether the stones 
are retained or recurrent, they are loosely referred 
to in this article as retained. The literature relevant 
to the subject is briefly reviewed and discussed. 

In this study 1,381 initial operations on the biliary 
tract for calculous disease were analyzed. Twenty-four 
instances of retained stone were found subsequent 
to the first biliary operation, 1.7 per cent of the total 
number. Fifteen or 6.7 per cent followed 225 explora- 
tions of the common duct. One hundred twenty- 
three or 55 per cent of the 225 patients did not have 
stones in the common duct. There were 15 instances 


of retained stones after choledochotomy; 14 (11 per 
cent) after previous choledochotomy, and 1 (0.98 
per cent) after one negative exploration of the com- 
mon duct. 

A second operation, exploration of the common 
duct, was performed on 22 of the 24 patients having 
retained stones. Thirteen of these 22 patients required 
a repeat exploration of the common duct. In the 
remaining 9 patients, the original operation was a 
cholecystectomy. Twice retained stones occurred in 
6 patients or 27.2 per cent of those requiring a second 
operation. A total of 26 second and third operations 
were, therefore, necessary in the 24 patients with re- 
tained calculi. 

Operative cholangiography was not used often 
enough to formulate an opinion as to its usefulness, 
Postoperative cholangiogram was considered of defi- 
nite value in the management of stones of the biliary 
duct. Intravenous cholangiography was done infre- 
quently but appeared to support the belief that it 
cannot positively indicate the absence of stones. 

Biliary fistula from retained stones occurred in 3 
patients. The fistula healed in 1 patient even though 
the stones remained. Biliary flush was used in 4 pa- 
tients without effect. 

The incidence of retained stone in this study was 
0.8 per cent after cholecystectomy and 6.7 per cent 
after exploration of the common duct. Retained 
stones were found after choledocholithotomy in 11 
per cent and after explorations of the common duct 
in which stones were not found in only 1 per cent of 
the cases. 

The data indicate that if exploration of the com- 
mon duct is done according to well-established indi- 
cations, few calculi will be left by the surgeon. The 
study also shows that in a small percentage of cases, 
it may be very difficult to rid the patient completely 
of stones. The analysis also indicates that as soon as 
the diagnosis of retained or recurrent stone is ade- 
quately made, the stone should be promptly re- 
moved. —Donald C. Geist, M.D. 
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GYNECOLOGY 


UTERUS 


Prolapse of the Uterus and Vagina; Clinical and 
Therapeutic Aspects with Review of 600 Cases. 
CarL-OLor DANIELSON. Acta. obst. gyn. scand., 1957, 
36: Supp. 1. 


Tue AUTHOR has carefully brought together his 
observations on 600 cases of prolapse and cystocele 
studied at his hospital in Stockholm. The painstaking 
detail of his analysis is in pleasant contrast to the 
majority of works on this subject, and it is possible for 
him to draw some significant conclusions from his 
review. 

No new observations were made but he can prove 
that the Manchester-Fothergill operation, with short- 
ening of the cardinal ligaments together with an ade- 
quate perineorrhaphy which approximates the leva- 
tor muscles, results in a very high percentage of cures, 
whether the results be judged on the basis of subjec- 
tive or objective findings. 

No other operative procedure was done sufficiently 
often in this group of cases to permit similar analysis 
and conclusion. This is particularly true of the opera- 
tion of vaginal hysterectomy with repair. 

The article is particularly to be recommended to 
those readers who are interested in careful follow-up 
of these patients and analysis of the complications. 
The bibliography is excellent and complete. 

— Howard Ulfelder, M.D. 


The Value of Irradiation Therapy in the Treatment 
of Endometriosis. ALExis BrossEt. Acta. obst. gyn. 
scand., 1957, 36: 209. 


THE AUTHOR believes that the aim of therapy in cases 
of endometriosis should be the relief of subjective dis- 
comfort and not the removal of the lesion. It is his 
belief that conservative radiotherapy will achieve this 
result. In this article he reports the use of such therapy 
in 101 patients. Essentially, 100 to 150 roentgens are 
administered fractionally to the lesion through two 
portals. This course of radiation may be repeated if 
the symptoms fail to disappear. 

Amenorrhea may occur following this course of 
therapy, but usually menses will resume after a vari- 
able time. The results in this series reveal marked sub- 
jective improvements so that the author recommends 
the method for trial on a larger scale. 

—M. Leon Tancer, M.D. 


Surgery Alone for Endometrial Carcinoma. EucENE 
C. SanpBerc and Cuas. E. McLennan. Obst. Gyn., 
1957, 9: 670. 


THE VALUE of preoperative irradiation in the treat- 
ment of endometrial carcinoma has been challenged 
by a number of workers. Siding with those who believe 
irradiation to be superfluous, the author presents 
a study of 133 patients treated at the Stanford 
University School of Medicine between the years of 
1940 to 1955. All cases are included except those 
patients admitted for palliative or terminal care fol- 


lowing treatment elsewhere. Each case was confirmed 
by a tissue diagnosis of two or more gynecologic 
pathologists. Eighty-three of the patients qualified 
for a 5 year follow-up study. Surgical and roent- 
genologic techniques have remained essentially un- 
changed during the entire study period. 

Because the case load was considered inadequate 
for the purpose, a controlled study was not attempted. 
In consequence, 79 patients were treated by primary 
surgery, 28 by irradiation plus surgery, 25 by irradia- 
tion aloi.c, and 1 was not treated. In general, those 
treated by primary surgery received a total abdomi- 
nal hysterectomy with adnexal excision, including a 
preliminary suture closure of the cervix and tubes. 
However. 5 patients were treated by subtotal hyster- 
ectomy, 2 by vaginal hysterectomy, and 2 had ex- 
cision of one or more pelvic nodes. Postoperative 
irradiation was given to 9 of this group because of 
known extension (4), unrelated primary ovarian 
tumors (2), and recurrences (3). 

When preoperative irradiation was elected, the 
total dosage varied from 1,800 to 4,800 mgm. hours 
of intrauterine radium, delivered with a variety of 
applicators. Surgery was performed 4 to 6 weeks 
later. Irradiation alone averaged about 6,000 mgm. 
hours and ranged from 4,000 to 7,200 mgm. hours. 
The 5 year survival rates for 83 patients treated in the 
years from 1940 to 1950 were as follows: over-all 80.7 
per cent; primary surgery (39 cases) 92.3 per cent; 
irradiation plus surgery (22 cases) 90.9 per cent; and 
irradiation alone (22 cases) 50.0 per cent. Among 
those patients treated by irradiation alone, only 2 
were considered technically inoperable. If these are 
omitted from the last group, the 5 year survival rate 
is increased to 55 per cent. 

Ten year survival rates are distorted because of 
death due to intercurrent disease. If this factor is 
ignored, the group of patients treated by primary sur- 
gery and the group treated by irradiation plus surgery 
are identical—each consisted of 15 patients with 1 
dead from carcinoma, 1 from an unknown cause, and 
1 lost to follow up. 

The authors believed that the clinical staging and 
histologic grading were too inaccurate to allow a 
proper comparison of these factors, particularly since 
the statistical samples were small. 

When preoperative irradiation was employed, only 
57 per cent showed radiation destruction of the can- 
cer in the operative specimen. Two patients demon- 
strated viable cancer beyond the limits of the uterus, 
one in the ovary and the other in the iliac nodes. 

When primary surgery was employed, the car- 
cinoma appeared to be confined to the uterus in 92 
per cent of the cases. Ninety-five per cent of these 
patients have survived 5 years irrespective of the 
depth of myometrial penetration. It is difficult to 
reconcile these figures with other reports of 20 per 
cent lymph node involvement in cases operated upon. 

Most recurrences occurred within 2 or 3 years, al- 
though one did not appear for 12 years (abdominal 
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scar) and another for 9 years (intrauterine). There 
was only one case of recurrence in the vaginal vault 
and the patient has survived 8 years following sec- 
ondary irradiation. 

This study suggests that surgical removal of the 
uterus is the common denominator in the successful 
treatment of carcinoma of the endometrium, and 
that preoperative irradiation is not necessary in the 
management of operable patients. 

—Lester T. Hibbard, M.D. 


A Study of the Detection-Tampon Method as a 
Screening Device for Uterine Cancer, GENEVIEVE 
M. Baper, Tuomas R. Simon, Leopotp G. Koss, and 
Emerson Day. Cancer, Phila., 1957, 10: 332. 


A stupy of 2,694 female patients in the Strang Cancer 
Prevention Clinic, New York, indicated that a group 
of women will co-operate readily in a tampon screen- 
ing program. With proper guidance, approximately 
98 per cent of women will be successful in the inser- 
tion of the tampon (Draghi type, a compressed cot- 
ton cylinder covered with a nylon sheath). Difficulty 
with insertion was encountered principally in the 
younger and older age groups. One to 2 hours ap- 
pears to be the optimum length of time for leaving 
the tampon in place, as judged from the quality and 
quantity of the smears. 

The results of the tampon smear compare favor- 
ably with those of the vaginocervical smear. Com- 
plete agreement of both types of smears was obtained 
in 96.8 per cent of the patients studied and partial 
agreement in 0.2 per cent, a combined total of 97 per 
cent. In 18 patients with proved carcinoma, the tam- 
pon smear gave positive or suspicious material or 
material sufficiently atypical to warrant further study 
in 16 or 89 per cent. 

This study may be regarded as a transition between 
testing the method with symptomatic patients, as re- 
ported by Brunschwig and Papanicolaou, and using 
it to screen a totally unselected population group, the 
original purpose of the tampon method. 

An improved tampon is described. It has a flattened 
head and is covered with a rough, wrinkled nylon 
which has a mild abrasive action on the cervix. The 
tampon’s length was increased about one-third, to 
provide better contact with the cervix. This tampon 
generally resulted in more ample and _better-pre- 
served smears. —Alan Rubin, M.D. 


The Management of In Situ Carcinoma of the Cervix. 
T. Kerr Lairp. Am. Surgeon, 1957, 23: 222. 


CARCINOMA IN sITu of the cervix is asymptomatic and 
not clinically detectable. Errors in diagnosis may re- 
sult from inadequate biopsy, misinterpretation of the 
‘‘atypism”’ because of pregnancy or associated inflam- 
matory disease, or Trichomonas infestation. 

If the cytologic examination is suspicious or posi- 
tive, a deep cone biopsy of the cervix including the 
entire squamocolumnar junction should be obtained. 
Spot biopsy as an office procedure is not to be con- 
demned but is inadequate. If a true in situ carcinoma 
is found and the lesion does not extend beyond the 
limits of the cone biopsy, the atypical epithelium does 
not undermine the lining of the mucous gland, and 
there is no associated adnexal disease, conization may 


be considered adequate treatment if the patient will 
cooperate in a rigid follow-vp program. Such treat- 
ment does not deprive the patient of the benefits of 
radiation or more radical surgery at a later date if the 
atypical elements remain or recur in subsequent 
smears. 

Eleven patients have been treated by deep cone 
biopsy and have been followed up from 6 months to 
4.5 years with cytologic smears at 3 month intervals, 
In all of the patients malignant cells disappeared from 
the smear following cone biopsy and in none of them 
have atypical elements been found on subsequent 
examination. —Jjohn R. Wolff, M.D. 


Cervical Cancer in Pregnancy; Review of the Litera- 
ture with Presentation of 30 Additional Cases, 
Rosert W. Kistner, ArtHurR C. Gorsacu, and 
GerorcE V. Smitu. Obst. Gyn., 1957, 9: 554, 


THE PROBLEM of cancer of the cervix in pregnancy is 
essentially identical with that of cervical carcinoma 
in general. Pregnancy does, however, introduce the 
following two questions which are peculiar to it 
alone: (1) does pregnancy influence the behavior 
of the disease and (2) what is the optimum method of 
treatment in each trimester? There has been no con- 
clusive answer to the first question and the answer to 
the second suggests that more radical treatment is 
necessary after the middle of the third trimester. 

Studies suggest that cases of cervical carcinoma in 
pregnancy do not differ from others in rapidity of 
growth. Some investigators believe that pregnancy not 
only increases the resistance to cancer, but raises the 
average age of occurrence and retards the progress. 
However, when the figures are broken down into tri- 
mesters, they reveal that cervical carcinoma is influ- 
enced for the worse in late pregnancy and during the 
puerperium. 

This article is a statistical review of 106 cases com- 
piled from the world literature, plus 30 previously 
unreported cases. 

Cancer of the cervix complicates about 1 of every 
2,000 obstetric cases. From the gynecologic point of 
view, pregnancy complicates 1 per cent of all cases of 
cervical cancer. The majority of patients were in the 
fourth or fifth pregnancy and 93 per cent were multi- 
parous. The average parity was 4.9. 

Vaginal bleeding is the most common symptom, 
occurring in 77 per cent of the patients in whom ade- 
quate histories were available. Usually the bleeding is 
persistent, with daily staining and occasionally mixed 
with mucus. Pelvic pain is not seen unless the disease 
is widespread and, therefore, should not be confused 
with threatened abortion. Cervical trauma by douch- 
ing or coitus may initiate staining and this may be the 
first symptom. Fourteen per cent of the patients had 
no symptoms and the diagnosis was made by pelvic 
examination, cytology, or biopsy. 

In 9 per cent of the patients the diagnosis was made 
during the course of labor either because of abnormal 
bleeding or lack of progress. 

The large majority of the cervical cancers in preg- 
nancy (as in the nonpregnant patient) are of the 
squamous-cell type, only a few adenocarcinomas and 
mixed types having been reported. The histology does 
not seem to affect the degree of radiosensitivity or the 
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5 year survival rates and should not be considered in 
the evaluation for treatment. 

The treatment of the lesion is variable, depending 
upon the particular trimester in which the diagnosis 
is made. During the first two trimesters radium and 
roentgen therapy or radium and radical hysterectomy 
may be employed depending on the clinical stage of 
the disease. During the last trimester cesarean section 
should be carried out with minimal delay and treat- 
ment begun immediately. The value of cesarean- 
radical hysterectomy is not known. 

The analyses of results indicate that, prior to the 
middle of the last trimester, the 5 year survival rate 
does not appreciably differ from that of the nonpreg- 
nant state when compared stage for stage. The ap- 
parent cure rates in the last half of the third trimester 
and during the postpartum state are poor. 

—Ely Elliott Lazarus, M.D. 


Dose Distribution and Results in Carcinoma of the 
Cervix; a Comparison of Conventional High Volt- 
age Therapy Including Vaginal Cone Therapy 
with Supervoltage Therapy. RutH J. GuTTMann. 
Am. 7. Roentg., 1957, 77: 803. 


THREE HUNDRED and ninety-three unselected patients, 
who had been treated by three different methods of 
irradiation for proved cancer of the uterine cervix of 
various stages since 1943, have been critically evalu- 
ated. Although it was not possible to compare the end 
results, certain factors like tolerance and complica- 
tions lend themselves to analysis. This study attempts 
to bring out the potentialities and limitations of each 
method. 

Between 1943 and 1947, 301 patients had been 
treated with conventional therapy, external roentgen 
irradiation, vaginal cone therapy, and radium witha 5 
year survival rate of 89.1 per cent in stage I, 71.3 per 
cent in stage II, and 21.3 per cent in stage III lesions. 
The last figure was raised to 26.9 per cent for the group 
of patients who received high voltage vaginal cone 
therapy instead of the low voltage cone treatments. 
The results in stage IV have been poor. One patient 
survived for 8 years and 1 patient, who was without 
clinical evidence of disease, died from hypertension. 
The over-all 5 year survival rate was 56.5 per cent. 

The dosage with conventional therapy was 2,700 
roentgens throughout the pelvis by external roentgen 
irradiation, a maximum of 2,250 roentgens at 5 centi- 
meter depth added from the vaginal cone therapy, and 
6,000 gamma roentgens to the cervix proper, con- 
tributed by the radium. 

The administration of these treatments is time-con- 
suming, often uncomfortable for the patient, and com- 
plications are not unusual. However, the results are 
good and in line with the best ones reported for this 
disease anywhere. The use of supervoltage therapy, 
however, makes for many improvements in the treat- 
ment of this lesion with radiation therapy. Foremost 
is the immediate tolerance which is much better with 
this type of irradiation, a major point considering the 
importance of response, resistance, and defense mech- 
anism of the host. The general condition of the patient 
is less impaired by aggressive treatment with super- 
voltage equipment. Late complications seem to be 
less frequent after supervoltage therapy, although the 
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limited, elapsed time does not permit definite con- 
clusions. 

The author believes that the possibility of delivering 
a homogeneous high dosage of radiation throughout 
the entire pelvis carries with it the potentialities of 
better control of this disease with a concomitant 
higher salvage rate. —Ely Elliott Lazarus, M.D. 


Carcinoma of the Cervical Stump. Davin G. Decker, 
ARTHUR B. Hunt, Rosert E. Fricke, and Gunarp A, 
Netson. Am. 7. Obst., 1957, 73: 974. 


AT THE PRESENT TIME there is little deviation from 
the dictum that total hysterectomy is preferable to 
subtotal hysterectomy, except in very unusual circum- 
stances. The majority of analyses of the incidence of 
carcinoma of the cervical stump place the figure at 
about 1 per cent. 

This article is a review of 98 cases of carcinoma of 
the cervical stump seen over a 10 year period. Over 
the same period, a total of 1,451 cases of carcinoma of 
the cervix were noted, making the incidence 
of carcinoma of the cervical stump 6.7 per cent. 
Eighty-one of these carcinomas were of the squa- 
mous-cell epithelioma variety, 15 were adenocar- 
cinomas, and the remaining 2 were unknown. Both 
of the latter patients had far-advanced disease and re- 
ceived only palliative roentgenotherapy. The majority 
of the patients were between 40 and 60 years of age, 
the youngest being 35 years of age and the oldest, 77. 
There was a slight difference between the average age 
of the patients with carcinoma of the cervical stump 
(53 years) and those in the entire series of cervical 
carcinoma (49 years), but this was not significant. 

The symptoms of carcinoma of the cervical stump 
follow the symptoms of any cervical carcinoma. Vagi- 
nal bleeding is by far the most common complaint, 
with leucorrhea the second most common. Six pa- 
tients in this series of 98 had no symptoms at all, the 
lesion being noted at the time of a general physical 
examination. The duration of symptoms varied over a 
wide span, but the mean duration was relatively short. 
A large number of the women had never been preg- 
nant or had had only one pregnancy (42 out of 98). 

The main reason given for the initial subtotal 
hysterectomy was the presence of fibromyomas. The 
other major reasons were uncontrollable uterine 
bleeding and pelvic inflammatory disease. 

The average lapse of time from the date of subtotal 
hysterectomy to the discovery of carcinoma of the 
cervical stump was 11.5 years. The treatment utilized 
for this type of carcinoma at the institution reporting 
the series, was radiation therapy in the majority of 
patients. In only 5 of the 98 cases was any form of 
surgical procedure performed. This consisted of ab- 
dominal removal of the cervical stump and, in 3 in- 
stances, radical removal of the pelvic lymph nodes as 
well. The remainder of the patients were treated by 
means of combined radium and roentgen therapy. 
Briefly, the therapy consisted of intensive divided- 
dose applications of radium with coincident roent- 
genotherapy. It is extremely important to use extra 
care in packing off the radium applicators from the 
rectum and bladder, since with the removal of the 
fundus these organs, as well as the small bowel, may 
be closer to the source of radiation. 
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The relative survival rate for the entire group was 
63.3 per cent, and the absolute survival rate was 58.2 
per cent. The authors make a plea for the performance 
of total hysterectomies so as to abolish this disease. 

—Ely Elliott Lazarus, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Primary Ovarian Adenoacanthoma; Its Relationship 
to Endometriosis. Joun D. THompson. Obst. Gyn., 
1957, 9: 403. 


ONE OF THE MOST INTRIGUING and difficult problems 
confronting gynecologic pathologists is whether benign 
endometriosis can develop into cancer. It is intriguing 
not only because of its clinical implications in the 
treatment of patients with pelvic endometriosis but 
also because of its relationship to other problems 
concerning the pathogenesis of ovarian carcinoma. 

Benign endometriosis is capable of malignant 
change, but the incidence of such malignant change 
is extremely low and is of little importance in the 
clinical management of patients with endometriosis. 

The most common malignant ovarian condition 
arising from ovarian endometriosis is the adeno- 
acanthoma. Primary ovarian adenoacanthomas arise 
most frequently from ovarian endometriosis. Primary 
ovarian adenoacanthomas are similar to primary 
uterine adenoacanthomas in their pathologic and 
clinical features. They have a low degree of malig- 
nancy and a good prognosis. 

Conservative surgical procedures may be employed 
in the treatment of patients with primary ovarian 
adenoacanthomas provided (1) there is good reason 
to preserve the pelvic organs because of age or lack 
of parity, (2) there is no evidence of extension of the 
tumor at operation, and no evidence of an adeno- 
acanthoma in the uterine cavity, and (3) the tumor 
does not appear unusually anaplastic by microscopic 
examination. The usual complete pelvic operation 
must be done unless the case meets these three re- 
quirements. — John R. Wolff, M.D, 


Polyembryonic Embryoma of the Ovary of Partheno- 
genetic Origin. UIS-CHARLES SIMARD. Cancer, 
Phila., 1957, 10: 215. 


A CASE of embryoma of the human ovary that con- 
tained microscopic structures reproducing the early 
stages of human embryos has been described. 

According to the blastomeric theory, the em- 
bryomas or teratomas in general arise from hetero- 
topic, misplaced, or supernumerary embryonic tissues 
which are contemporary in the embryonic life of and 
growing along with the bearer; or the same abnormal 
tissues may remain dormant for months or years and 
recuperate their fertility only in the adult life of the 
bearer. The teratoma would be then, according to 
this theory, a parasitic, congenital tumor or a sort of 
monozygotic, deformed, multitissular tumor, a 
brother of the host. 

The parthenogenetic theory is quite different. Ac- 
cording to this theory, the embryomas come from the 
multiplication of the sex cells that are normally 
situated in the gonads or that have been stranded and 
become ectopic in the course of their migration in the 
early life of the embryo. 
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The teratoma would then be, from the genetic 

point of view, a descendant in direct line of the bearer, 

A review of the facts favoring the parthenogenetic 

origin of the embryomas of the gonads is presented. 
—Alan Rubin, M.D, 


The Prognosis of Granulosa Cell Tumors (Ucber die 
Prognose der Granulosazelltumoren). K. Hasse, 
Geburtsh. @ Frauenh., 1957, 17: 254. 


GRANULOSA CELL TUMORS of the ovary secrete estro- 
genic hormone and thereby cause endometrial hyper- 
plasia and irregular uterine bleeding whatever the 
age group. The prognosis of patients with such tumors 
is thought to be fairly good. Recurrences after ade- 
quate surgery appear late with possibly a 5 or 10 year 
latent period. The tumor is said to be radiosensitive. 

In the past 10 years the author has personally seen 
7 cases of granulosa cell tumor in patients ranging in 
age from 27 to 65 years. One additional case has been 
followed up since 1931. Four of these 8 patients died 
of recurrence, 2 within 2 years after extirpation of the 
internal genitalia, and one each after 7 and 16 years. 
With the exception of the last-mentioned patient to 
whom x-ray therapy was unsuccessfully administered 
for the recurrence, all had received prophylactic 
x-irradiation postoperatively. 

With such results the teaching that granulosa cell 
tumors are “relatively benign” should be revised. Ini- 
tial surgery should be adequate and x-ray therapy 
should be administered. — Warren R. Lang, M.D. 


Salpingography with Thorotrast 23 Years Previously 
and the Subsequent Development of Ovarian Car- 
cinoma (Salpingographie mit Thorotrast vor 23 
Jahren und Enstehung eines Ovarialkarzinoms). 
A. W. ScHwENzER and K. FeEperuin. Geburtsh. @ 
Frauenh., 1957, 17: 225. 


CarcINOMA in various locations has been reported 
following the use of thorotrast for diagnostic purposes. 
The authors cite a case of ovarian carcinoma subse- 
quent to salpingography with thorotrast as the con- 
trast medium. 

The patient, 21 years old, developed severe puer- 
peral sepsis after the birth of a child in 1931. One year 
later a salpingography with thorotrast was _per- 
formed to test tubal patency. In 1933, an appendec- 
tomy, left ovarian biopsy, and biopsy of the left tube 
were done. The tubal wai! wus diagnosed as demon- 
strating thorotrast granuluimas. Because of persistent 
pain another laparotomy was carried out in 1934. 
Both adnexal areas showed chronic inflammatory 
change although the tubes were patent by sounding. 
The entire pouch of Douglas was covered with small 
nodules. 

Histologically, these granulomas were thought to 
arise from the previously introduced thorotrast. In 
1952 dilatation and curettage were done because of 
irregular bleeding; early proliferative endometrium 
was found on histologic examination. When the 
bleeding did not cease, external radiation with 400 
roentgens was administered. In 1954 another abdom- 
inal exploration was advised because of pain and a 
right adnexal mass. The left adnexa were grossly 
normal. Nodules as previously described were again 
seen. A right ovarian cyst was removed. Thorotrast 
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granulomas and pseudomucinous cystoma were the 
respective histologic diagnoses. In 1955 laparotomy 
was performed and this time a definite widespread 
peritoneal carcinomatosis was present. The final 
diagnosis was papillary adenocarcinoma, ovarian in 
origin. The patient succumbed approximately one 
month later. 

A natural question is whether there is any connec- 
tion between the injection of thorotrast and the car- 
cinoma, and whether an earlier removal of the pelvic 
organs should have been done. Thorotrast, a 25 per 
cent solution of thorium dioxide, is radioactive and is 
associated with all the dangers that may occur with 
such material over a period of years. It has a very 
high alpha ray activity. Its presence in tissues can be 
detected by the use of a Geiger counter or by autora- 
diography. The latter method was utilized in the 
case described. In animal experiments thorotrast is 
carcinogenic with a latent period of several years. In 
human beings, up to 35 years of latency have been 
reported. It is suggested that in the case mentioned 
small quantities of thorotrast may have reached the 
ovary via the lymph stream previously and through 
prolonged irradiation induced a malignant degen- 
eration. — Warren R. Lang, M.D. 


Primary Carcinoma of the Fallopian Tube. Joun W. 
Latcuer. NV. York State 7. M., 1957, p. 1900. 


Two cases of primary tubal carcinoma in patients 
with survival periods of 7 years and 8 months, re- 
spectively, are reported in detail. 

Primary carcinoma of the fallopian tube is a rare 
disease, but in all probability it is somewhat more 
common than available statistics would indicate. Be- 
cause of its relative infrequency it is generally not con- 
sidered in the differential diagnosis of gynecologic dis- 
ease. The resultant delay in treatment of a lesion 
which is highly malignant to begin with has led to an 
extremely small percentage of cures. In the future, 
earlier diagnosis by means of cytologic studies should 
lead to the more prompt application of radical surgical 
techniques with the prospect of greater salvage. 

—John R. Wolff, M.D. 


EXTERNAL GENITALIA 


Candidiasis (Monilia); Its Incidence in the Female 
Lower Genital Tract and the Therapeutic Effect of 
Mycostatin in Vulvovaginitis Due to Candida 
Albicans. GABINO SEPULVEDA, JR., ALFREDO Pio DE 
Ropa, LeEANDRO M. IsarRA, and SoLepap A. 
AcuirrE, 7. Philippine M. Ass., 1957, 33: 280. 


NINE HUNDRED and forty-seven female patients were 
examined for Candida at the Manila Rapid Treat- 
ment Center. Sixty-nine per cent had no vulvo- 
vaginal symptoms and 14 per cent were pregnant. 
Of the 947 patients, 15 per cent had positive results 
from the test for Candida. 

The cultural method of examination is more accu- 
rate and satisfactory than direct microscopic exami- 
nation in the diagnosis of Candida infection. The 
specimens obtained from the vulvar mucosa give more 
positive results than those from the posterior fornix. 

The common species of Candida isolated from pa- 
tients with vulvovaginal symptoms were Candida 
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albicans and tropicalis, while in patients without 
vulvovaginal symptoms, Candida tropicalis, Krusei, 
and pseudotropicalis were isolated. 

Pregnancy has a tendency to predispose the indivi- 
dual to Candida albicans vaginitis. 

The cultural characteristics, microscopic appear- 
ance, and fermentation reactions of the various 
species of Candida are described clearly. 

Twenty-four patients were treated with mycosta- 
tin. The results obtained from the use of mycostatin in 
vulvovaginitis due to Candida albicans are generally 
encouraging. No untoward reactions were observed. 

—Alan Rubin, M.D. 


Endometriosis in the Vaginal Scar Following Hys- 
terotomy for Therapeutic Abortion; Report on 100 
Cases. ‘ToRBJORN GorrTLieB. Acta. obst. gyn. scand., 
1957, 36: 194. 


Enpometriosis of the vaginal scar was found in 100 
women who had undergone therapeutic abortion by 
vaginal hysterotomy. Twenty-eight per cent had no 
symptoms. Among the remaining 72 per cent, the 
symptoms almost always appeared 3 or more years 
after operation. The symptoms consisted of a typical 
form of dysmenorrhea which radiated from the supra- 
pubic area to the umbilicus or to the groin, dys- 
uria, and dyspareunia. 

The diagnosis was made on speculum examination 
by means of visualizing bluish cysts on the anterior 
wall of the cervix. This sign, however, was absent 
in over 50 per cent of the cases, usually the ones in 
which more severe symptoms were present. Palpation 
of the scar revealed infiltrates and nodules which 
when touched reproduced the abdominal pain typi- 
cal of this dysmenorrhea. When urgency or dysuria 
were present, cystoscopy sometimes revealed bluish, 
cystic, raised areas in the trigonal area. If the process 
had involved the bladder wall but not the mucosa, 
this sign was absent. The diagnosis was confirmed 
by biopsy. 

Therapy may be carried out by means of surgery, 
androgenic hormones, or radiotherapy and should be 
used only when symptoms indicate intervention. 
Radiotherapy was not used in this series. Surgery was 
found to be hazardous since the extent of the lesions 
involving the bladder could not be determined pre- 
operatively. Also, recurrences occurred following 
conservative surgery. Androgenic therapy in the 
form of injection at the site of the lesion was found to 
be satisfactory in 25 cases. Subjective symptoms were 
thus alleviated until the patient entered the meno- 
pause, at which time spontaneous remission occurs. 

—M. Leon Tancer, M.D. 


MISCELLANEOUS 


Abnormalities of the Gonads in Primary Amenorrhea 
(Ueber Keimdruesenanomalien bei primaerer Amen- 
orrhoe). H. Jj. SrarmmMier, H. H. Srance, and 
K. Rumpnorst. Geburtsh. Frauenh., 1957, 17: 205, 
370. 


ABNORMALITIES of the gonads include defects, rudi- 
mentary formation, hypoplasia and polycystic disease 
of the ovaries, and hermaphroditic and pseudoher- 
maphroditic changes. The main problem, of course, is 
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posed by the diagnosis of these conditions, and the 
point of departure is often the determination of sex or 
the preponderance of either sex. In this respect the 
authors rely on the blood morphologic determination 
according to Davidson et al. (Brit. M.7. 1954, 2: 6), 
in which test sex-specific chromatin bodies (so-called 
drum-sticks in the female) appear in neutrophil gran- 
ulocytes. Hormone analysis includes determination of 
the gonadotropin excretion (quantitative A Z-test), 
17-ketosteroids, pregnandiol, free urinary corticoids, 
and indirect titration of ovarian hormones with the 
help of vaginal cytology, endometrial biopsy, and 
basal body temperatures. The figures thus obtained 
and their modification assume added significance 
when repeat examinations are done after gonado- 
tropic stimulation. 

If there is no response to gonadotropins, ovarian 
failure is obvious and only substitution therapy may 
promise improvement. Laparoscopy may clarify the 
issue, but quite frequently laparotomy is indicated, 
especially since certain degenerative abnormalities of 
the gonads can carry neoplastic foci. Oophorectomy 
would then be indicated, and quite often hysterectomy 
when the anticipated substitution therapy would pro- 
duce uncontrollable bleeding. In polycystic disease 
wedge resection promises more than gonadotrophin. 

Eight representative cases from the files of the Uni- 
versity Women’s Clinic of Kiel are selected and re- 
viewed in order to point out the progression and rela- 
tion of changes in different individuals. The first 3 
patients were young amenorrheic women with female 
sex characteristics, absent response to follicle stimulat- 
ing and luteinizing hormones, and different stages of 
ovarian defects, absence of the ovaries, rudimentary 
formation with a Turner syndrome and other mal- 
formations, and hypoplasia. It is interesting to note 


that adrenal estrogens must be responsible for the ab- 
sence of climacteric changes in some of these women, 
but that these estrogens are obviously refractory to 
gonadotropic stimulation. The fourth patient had a 
typical Stein-Leventhal syndrome with secondary 
amenorrhea and was cured by wedge resection. An 
excessive response in ovarian size and function to 

onadotropic stimulation was noted in this patient 
on also W. C. Keettel et al. in Am. 7. Obst. 1957, 73: 
954). Grossly and histologically, no corpus luteum was 
demonstrable, and it was believed that the demon- 
strated hyperplasia of thecal elements must thus be 
responsible for progesterone synthesis. The diagnosis 
in the fifth patient, a female pseudohermaphrodite 
with virilism, was adrenal hyperplasia as demonstrated 
by retroperitoneal air studies, markedly increased 
ketosteroids and pregnandiol, negative Thorn test, 
and precipitous hypotension at the time of surgery 
(decreased stress response in the presence of dimin- 
ished corticosteroid synthesis). The ovaries were hypo- 
plastic and afunctional, and cortisone and/or partial 
adrenalectomy are advised for the treatment of this 
condition. 

The last 3 patients were masculine pseudoher- 
maphrodites with either absence of the gonads, ovarian 
atrophy, or abdominal testes in a feminized person. 
The Leydig cells in this patient responded to chorionic 
gonadotropin. Surgery is indicated in order to re- 
establish that sexual phenotype which is most logical 
physiologically and least traumatic psychologically. It 
was noted, incidentally, that 4 of the 8 patients (3 
with ovarian hypoplasia and 1 with the Stein-Leven- 
thal syndrome) had had mumps in childhood. It is 
conceivable that ovarian damage may result from this 
virus disease as does testicular damage in the male. 

—W. D. Bergman, M.D. 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Ectopic Pregnancy; a Review of Cases. J. T. Arm- 
STRONG, SEWARD H. WI:is, and Jack Moore. South. 
M. F., 1957, 50: 587. 


THREE HUNDRED and eighty-eight cases of ectopic 
pregnancy, occurring at two Houston hospitals during 
the years 1951 to 1955, are presented. Of these, 55 
cases occurred in 1951, 72 in 1952, 87 in 1953, 88 in 
1954, and 86 in 1955. This increase in the incidence of 
ectopic pregnancy may be related to the modern 
modes of treatment of pelvic inflammatory disease. It 
is suggested that modern treatment could arrest 
disease processes short of total occlusion of the tubes, 
leaving them open and susceptible to tubal implanta- 
tion of the fertilized ovum. 

The symptoms occurring in this group of cases in 
order of their frequency were: abdominal pain, 
amenorrhea and/or irregular bleeding, feeling of 
faintness or weakness, rectal pain and/or tenesmus, 
shoulder pain, and urinary tract symptoms. The most 
important symptoms were: abdominal pain and 
amenorrhea and/or irregular bleeding. 

The physical findings included: abdominal ten- 
derness, pelvic tenderness, palpable masses, either 
adnexal or cul-de-sac, culdocentesis positive for un- 
clotted blood, rebound tenderness, abdominal guard- 
ing or rigidity, and shock. The most frequent findings 
were abdominal tenderness and pelvic tenderness. 

The mortality rate in this group of patients was 0.77 
per cent. In successfully treating ectopic pregnancy, it 
is emphasized that early diagnosis, operation, and 
transfusion are paramount. The use of culdocentesis is 
discussed and its more frequent use is recommended. 

—Harry Fields, M.D. 


Jaundice in Pregnancy; a Review from the Charity 
Hospital, New Orleans, 1941 to 1956, Cuartton R. 
VincENT. Obst. Gyn., 1957, 9: 595. 


TuirTy-Two cases of jaundice in pregnancy, occur- 
ring at the Charity Hospital of New Orleans from 
1941 to 1956, are presented. The incidence of this 
disease during this period of time was 0.0234 per cent. 
The symptoms in this group of patients included 
jaundice, anorexia, nausea with or without emesis, 
epigastric distress, dark urine, and pruritis. All pa- 
tients with hepatitis gave a history of chills and fever 
either prior to admission or after. 

The average age of the patients with jaundice in 
pregnancy was 26.2 years. The average gravidity was 
4.3 and the average parity was 2.9. There was no fatal 
incidence of maternal disease in the patients that de- 
livered, regardless of the cause of the jaundice. 

Hepatitis was the leading cause of jaundice in this 
series of pregnant women, occurring in 23 patients. 
Other interesting and rare causes are presented for the 
remaining 9 cases. Some of these include adenocar- 
cinoma of the common duct, sepsis, obstruction of the 
common bile duct by calculi, and homologous serum 
jaundice. 


Hepatitis in early pregnancy carries a much higher 
maternal and fetal mortality. There were 6 maternal 
deaths and 6 fetal deaths. Five of the fetal deaths were 
caused by spontaneous abortions. All of these occurred 
prior to 28 weeks’ gestation. 

When hepatitis occurred in the last trimester, there 
was a much higher maternal and fetal survival rate. 
There were 21 viable infants in the 32 patients with 
jaundice, making the infant survival rate in jaundice 
in pregnancy 65.6 per cent. There were 17 viable in- 
fants in the 23 cases of hepatitis, making the infant 
survival rate in hepatitis in pregnancy 74 per cent. 

—AHarry Fields, M.D. 


Hypotensive Drugs in Pregnancy Toxemia. WALTER 
B. Cuerny, F. BAYARD CARTER, WALTER L. THomas, 
and Cuar es H, Peete, Jr. Obst. Gyn., 1957, 9: 505. 


HyporensiIvE prucs should be predictable in their 
action, increase peripheral blood flow, be relatively 
specific, and should be safe at therapeutic dose levels. 

Magnesium sulfate has been used for many years as 
a hypotensive drug in toxemia. Magnesium sulfate 
acts by producing peripheral vasodilatation, and in 
addition acts as a depressant of the central nervous 
system. It is best administered by means of a constant 
drip infusion or in intramuscular doses of 5 grams 
mixed with procaine to reduce the pain. Satisfactory 
drops in blood pressure are usually noted. There 
appears to be only a transient depression of urinary 
output associated with its use. There is a wide margin 
of safety with satisfactory drops in blood pressure 
occurring with levels of 4 to 8 mgm. per 100 c.c. Toxic 
reactions do not occur until the drug reaches concen- 
trations of 10 to 12 mgm. per cent in the plasma. 
Severe toxic reactions occur at even higher levels. The 
drug is contraindicated in the presence of marked 
renal impairment since it may accumulate in the 
extracellular fluid. 

Purified preparations of veratrum alkaloids are 
very efficient in lowering the blood pressure. These 
alkaloids cause an increased renal blood flow with a 
concomitant urinary output. Cerebral metabolism is 
increased, and cardiac output is unchanged. Brady- 
cardia, however, does occur. Side effects such as 
nausea and vomiting may be disturbing. The response 
of the individual patient to these alkaloids is also quite 
unpredictable and capricious. 

The exact mode of action of apresoline hydrochlor- 
ide is not clear. This drug, however, lowers blood 
pressure very effectively. It also increases the cerebral 


metabolism, the renal blood flow, urinary output, ? 


heart rate, and cardiac output. Constant results are 
obtained by administering the dose parenterally. Oral 
doses have to be quite high and are effective in only 
half the patients. Tolerance to the drug develops 
rapidly and can be minimized by combining the drug 
with veratrum alkaloids. 

Seventy-four patients were treated with a combina- 
tion of apresoline hydrochloride and unitensin. Apre- 
soline hydrochloride was given in 10 to 15 mgm. doses 
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along with unitensin, 0.2 to 0.4 c.c., at hourly or two 
hourly intervals. In those patients classified as having 
pre-eclampsia, all of them showed some drop in blood 
pressure with 25 of 29 showing a significant drop. Re- 
sults were somewhat less satisfactory in those patients 
exhibiting hypertensive cardiovascular disease with 
super-imposed pre-eclampsia. In the 6 eclamptic pa- 
tients treated,the results were satisfactory in 3, the re- 
maining 3 showing little or no change in blood pres- 
sure. Four of the infants were already dead at the time 
the treatment was initiated and yielded a corrected 
fetal mortality rate of 9.3 per cent. 

In summarizing their experience, the authors point 
out that hexamethonium bromide has been discontin- 
ued in their clinic because of the numerous serious 
side effects. Their experience also indicated that the 
derivatives of Rauwolfia serpentina have been un- 
predictable, often producing serious shock, and are no 
longer used. They believe that magnesium sulfate 
represented the safest and most dependable of the 
hypotensive drugs. The combined use of apresoline 
hydrochloride and unitensin also has produced satis- 
factory results. — James F. Donnelly, M.D. 


The Roentgenological Signs of Intrauterine Fetal 
Death. Otov Fr. How. Acta obst. gyn. scand., 1957, 
36: 58. 


INTRAUTERINE FETAL DEATH may be demonstrated 
roentgenologically with fairly great certainty. In cer- 
tain cases roentgenologic signs of intrauterine fetal 
death may be demonstrated comparatively soon after 
fetal death. Free gas in the fetus as a sign of intra- 
uterine fetal death has been the most frequent finding. 
These conclusions were based on a systematic roent- 
gen examination of 33 stillborn fetuses. Twenty-two 
of these were examined in utero as well as after de- 
livery. A comparison was made between various 
roentgenologic signs of intrauterine fetal death with 
respect to their incidence and to the time of appear- 
ance after death. —Charles Baron, M.D. 


Hysterectomy on Gravid Patients. G. Kerru Foicer. 
Am, J. Obst., 1957, 73: 1035. 


THE AUTHOR is of the opinion that there are special 
problems associated with hysterectomy done on the 
pregnant and postpartum patient. One hundred and 
seventy-five cases are reviewed and the following ob- 
servations made: 

1. While complications producing hemorrhage con- 
stituted the most frequent indication for sectional 
hysterectomy, the desire for sterilization was also a 
consideration in 43 per cent of the cases. 

2. Hysterectomy is a means of permanent steriliza 
tion after therapeutic abortion. 

3. Pregnancy can be confused with other pelvic 
conditions that might merit hysterectomy, particu- 
larly fibroids. 

4. The uterus should not be removed without good 
cause when pregnancy is suspected. Such removal may 
occur under inadequate control of individual surgeons. 

5. Ectopic pregnancy is often treated by a more ex- 
tensive procedure than necessary to remove the 
ectopic process. 

6. Rupture of the uterus may be spontaneous after 
a prior section (type not specified) or traumatic be- 


cause of intrauterine manipulations or precipitous 
labor. 

There is little mention of complications except a 
brief discussion of 5 of the 6 fatalities—all due to com. 
plications other than the operative procedure. There 
is no discussion of methods or of the type of hysterec- 
tomy. —Lester T. Hibbard, M.D. 


LABOR AND ITS COMPLICATIONS 


Shape and Course of the Birth Canal; a Radiographic 
Study in the Human. and 
FERNSTROM. Acta obst. gyn. scand., 1957, 36: 166. 


THe AUTHORS have utilized an ingenious method of 
serial x-ray examinations in anteroposterior and lat- 
eral projection during the course of normal vaginal 
delivery to observe the advancing fetal head and thus 
map out the course of the birth canal. They compare 
their observations with those reported by Hodge and 
Sellheim and they differ with these authors in two 
major respects. First, the authors find that the ante- 
rior border of the birth canal is longer than previ- 
ously described and that it extends a significant dis- 
tance beyond the pubic arch. Secondly, they have 
observed that the lower part of the canal follows a 
somewhat different course than that which has pre- 
viously been described. 

The obstetric implications of these observations are 
touched on only very briefly but they are obvious, 
particularly with respect to the actual time when the 
fetal head goes through its third and final rotation 
before delivery. 

The present day concern in medical circles with 
the subject of radiation hazard and unnecessary ex- 
posure prompts the suggestion that this technique of 
study could easily be subject to criticism on that basis. 

— Howard Ulfelder, M.D. 


Perinatal Mortality in the Unsuspected Diabetic. 
Paut Pepowrtz and Epmunp SHLEviN. Obst. Gyn., 
1957, 9: 524, 


Tue purposes of this article are stated by the authors 
as the following: 

1. To stress the importance of the early recognition 
of deranged carbohydrate metabolism during preg- 
nancy. 

2. To emphasize that this abnormality is associated 
with high fetal wastage. 

3. To advance the concept that from an obstetric 
point of view, an abnormal glucose tolerance curve 
during pregnancy represents one of the early evi- 
dences of diabetes. 

4. To demonstrate that appropriate management 
of these patients will result in a marked improvement 
in fetal salvage. 

5. To develop anticipatory, rather than retrospec- 
tive, thinking about this problem. 

A group of cases is presented to emphasize that 
various findings in the past obstetric history, or in the 
current pregnancy, should lead to the suspicion of 
diabetes even in the absence of overt clinical disease. 
A family history of diabetes was found frequently in 
the group. The history of excessively large infants, 
either at term or infants which are large for the period 
of uterogestation, was noted in all of the cases but one. 
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An unexplained antepartum fetal death should arouse 
the clinician’s suspicions in regard to diabetes in the 
mother, particularly if any of the other factors were 
noted in association. 

A history of pre-eclampsia in association with large 
babies, or repeated episodes of pre-eclampsia should 
necessitate ruling out a disturbed carbohydrate metab- 
olism. Glycosuria that occurs during pregnancy is 
said to occur in 10 per cent of the pregnant women 
who have normal carbohydrate metabolism. How- 
ever, the presence of glycosuria should always demand 
definitive efforts to determine the presence of abnor- 
mal carbohydrate metabolism. 

The appearance of the baby will often be of assist- 
ance in arousing the suspicion of diabetes. These in- 
fants present macrosomia and edema, often resembling 
Cushing’s syndrome. Diagnosis is sometimes confused 
by the presence of a large number of erythroblasts in 
the peripheral blood with a placenta which appears 
similar to that associated with erythroblastosis. Sero- 
logic studies, however, will rule out this possibility. 

Postprandial blood studies and urine analyses are 
more dependable than the usual fasting specimens, 
although even these are not always reliable. The most 
sensitive index of disturbed carbohydrate metabolism 
is the glucose tolerance test. In performing this test it 
should be remembered that a disturbance may not be 
manifest particularly in early pregnancy. The progres- 
sive rise of corticosteroids during pregnancy produces 
a decreased glucose tolerance. In the patient with in- 
adequate pancreatic reserve, the progressive rise in 
corticosteroids will cause a normal glucose tolerance 
curve to become abnormal in the potential diabetic, 
but not in the normal patient. Because of the rapid 
fall in the corticosteroids, postpartum glucose toler- 
ance studies should be done within the first week 
postpartum. 

It has been pointed out previously that the fetal 
loss prior to clinically apparent diabetes is identical to 
that following the recognition of the disease. Actually 
several studies have indicated that the fetal loss in the 
5 years previous to the recognition of diabetes is 
higher than it is following the recognition. It is, there- 
fore, essential to diagnose the prediabetic state and 
manage the patient accordingly. 

— James F, Donnelly, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Mammary Staphylococci (Micrococci) of the Puer- 
perium; Immunologic and Prophylactic Research 
with Staphylococcic Anatoxin (Le stafilococcie mam- 
marie del puerperio; ricerche immunologiche e pro- 
filassi con anatossina stafilococcica), G. B. CANDIANI. 
Ann. ostet. gin., 1956, 78: 599. 


Tue rEsutts of the author’s study would seem to in- 
dicate the utility of vaccination against micrococci 
(staphylococci), since postpartum mammary infection 
has been thoroughly wiped out. Up to now, there has 
been no truly efficacious treatment since antibiotics 
have been abandoned for this purpose. 

_ Inall 205 patients were studied. They were divided 
into 2 groups, with the first composed of 99 patients 
Not treated prophylactically and compared with the 
second of 106 patients who were given the toxoid. The 
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incidence of mastitis (micrococcic) was 16.16 per 
cent in the first group. One patient was infected with 
colon bacilli. 

On the day of delivery, the patients were given 0.1 
c.c. of staphylococcic anatoxin (micrococcic toxoid). 
On the following day 0.25 c.c. was given. On the 
fourth postpartum day 0.5 c.c. was given and on the 
eighth day, | c.c. 

In the course of the puerperium, antistaphylolysin 
titrations were made. The average results were as 
follows: day of delivery (control), 1 immunizing unit 
(1 I.U.); fourth postpartum day, 1.5 I.U.; eighth post- 
partum day, 3.5 I.U.; eleventh postpartum day, 5.5 
I.U.; and fourteenth postpartum day, 6.5 I.U. 

The author presents an extensive bibliography on 
the subject. —W. Newlon Tauxe, M.D. 


NEWBORN 


The Conjoined Twins of Molenend, Friesland. 
Jj. P. S. Wiyrnorr, J. Haykens, Pu. J. HoEpEMAKER, 
J. W. Houwen, and others, Arch. chir. Neerl., 1957, 
33. 


FEMALE, CONJOINED twins were delivered November, 
1953, in a home to a para VI with a normal previous 
obstetric history. The combined weight of the twins 
was 6,500 grams. They were joined from the distal 
end of the sternum to the umbilicus with a bridge 
of soft tissue, with the umbilicus arising from the end 
of the soft tissue. The twins were delivered separately 
through the birth canal. The mechanism of delivery 
has been clearly depicted in a number of illustrations. 
The infants appeared to be normal at birth. A number 
of investigations were carried out and revealed that 
the twins had no organs or circulation in common 
and that no anomalies were present. There were some 
indications that there was cross circulation. When one 
twin was given indigo carmine intramuscularly, most 
of the dye appeared in the urine of that infant, al- 
though there was some present in the urine of the 
other infant. These infants developed normally in all 
respects with the exception of a tendency toward 
anemia. 

At 7 months it was decided to separate the twins 
by surgery. A double operating team was prepared; 
the infants each received their own individual anes- 
thetic agent, and the operation proceeded without 
difficulty. The important findings at the time of sur- 
gery consisted of the presence of a common abdominal 
cavity with a portion of one of the twin’s intestines 
in the abdominal cavity of the other twin. There was 
a connecting bridge containing two large veins be- 
tween the livers of the twins. The separation was 
carried out without difficulty and the wounds closed. 
Postoperatively the twins did well and 3 weeks after 
operation they returned home as normal infants. 

— James F. Donnelly, M.D. 


MISCELLANEOUS 

Iron and Cobalt in Pregnancy. Roy G. Ho tty. Obst. 
Gyn., 1957, 9: 299, 

THE AUTHOR, in preliminary observations using the 

isotope of iron, Fe®, believes the results have indi- 

cated that there may be some interference with iron 
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utilization in the pregnant patient. The study in- 
cluded a statistical analysis of pregnant patients who 
were receiving iron, and iron and cobalt. 

The lists included determinations of the hemo- 
globin, hematocrit, serum iron, and erythrocyte 
protoporphyrin levels. Four series of cases were 
analyzed: (1) a control group (59 patients), (2) an 
iron-treated group (106 patients), (3) an iron and 
cobalt treated group (73 patients), and (4) an isotope 
study series (11 patients). 

The author found that there was deficient iron 
utilization during pregnancy, and he believes it in- 
volved the bone marrow depression rather than the 
increased demand due to the competition with the 
fetus. There was a mean decrease of 1 gram per 100 
cubic centimeters in the hemoglobin and a 2 per cent 
decrease in the hematocrit level in the control group 
during pregnancy. He found a mean increase of 0.5 
gram per 100 cubic centimeters in the hemoglobin 
and a 2 per cent increase in the hematocrit level in the 
pregnant women on iron therapy. A mean increase of 
1 gram per 100 cubic centimeters and 3 per cent in the 
hematocrit level was observed in the pregnant women 
on iron and cobalt therapy. 

The author believes the combination of iron and 
cobalt to be advantageous and concludes that there is 
apparently a delayed utilization or depression in some 
pregnancies. No toxic results were noted with the 
cobalt therapy. — Byford F. Heskett, M.D. 


Late Developmental Changes in Children Delivered 
Spontaneously and by Forceps (Spaetfolgen im 
Sinne geistiger Entwicklungsstoerungen bei Zangen- 
und Spontangeburten), H. Kremer and G. Nack. 
Muench. med. Wschr., 1957, 99: 321. 


DurING THE YEARS 1944 to 1953, forceps were used 
214 times in 13,246 deliveries (1.69 per cent) at the 
University Women’s Clinic in Vienna. The station of 
the head at the time of application of the forceps was 
given as follows: 


High forceps 17 Dead child 2 
Midforceps 26 Dead child 2 
Outlet forceps 171 Dead child 18 


Total 214 22 (10.27%) 


The causes of death were listed as due to high for- 
ceps delivery (aspiration, liver rupture), midforceps 
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delivery (tentorium rupture), and outlet forceps de- 
livery (tentorium rupture, aspiration). 

Seventy-five children delivered by forceps were 
examined for late injury and the findings were com- 
pared with those in 75 children who were delivered 
normally. A critical comparison between those born 
spontaneously and those delivered by forceps indi- 
cated no mental trauma attributable to the forceps. 
The intelligence quotients were quite parallel. 

— Warren R. Lang, M.D. 


Clinical Findings, Roentgenotherapy, and Histology 
of a Dysgerminoma Occurring During Pregnancy 
(Beitrag zur Klinik, Strahlentherapie und Histologie 
eines Disgerminoms bei gleichseitig bestehender Gra- 
viditaet). H. J. Maurer and K. H. Retner, Arch, 
Geschwulstforsch., 1957, 10, 158. 


THE DYSGERMINOMA (seminoma) is a rare primary 
ovarian tumor. It probably arises from embryonal 
cells having no sex specificity. Frequently there is 
genital hypoplasia or a tendency to hermaphroditism. 
The tumor occurs in young women. Approximately 
2 to 4 per cent of ovarian tumors are dysgerminomas. 
There are gross characteristics. The tumor varies 
greatly in size, with often a thick capsule. The large 
round, ovoid, or polygonal cells account for the 
former designation of large-cell carcinoma. The cyto- 
plasm is stained only lightly with a heavy application 
of hematoxylin. The cells are arranged in nests and 
alveoli separated by hyalinized connective tissue 
which may demonstrate lymphocytic infiltration. 
The tumor spreads by the lymphatic system rather 
than by the blood stream. Death results from ca- 
chexia or from secondary changes in the neighboring 
organs, e.g., ileus, uremia, and cardiac insufficiency 
subsequent to compression of mediastinal vessels by 
metastases. Fortunately the growth is radiosensitive. 
The authors report a case of dysgerminoma in a 
gravida 2, para 1 patient (age not mentioned). In the 
sixth month of pregnancy the patient noted severe 
respiratory symptoms. A chest roentgenogram sug- 
gested a lymphoid malignant lesion and x-ray therapy 
was empirically instituted but was not very effective. 
Finally laparotomy was performed and _ bilateral 
ovarian dysgerminomas were found. The patient died 
9 days after the operation from acute circulatory 
failure. —Warren R. Lang, M.D. 
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GENITOURINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Pheochromocytoma in a Child 7 Years of Age (A 
propos d’un pheochromocytome chez un enfant de 7 
ans). A. MEGEvAND, R. Montant, G. Mortiront, S. 
Ferrier, and G. Magner. Lyon chir., 1957, 53: 183. 


PHEOCHROMOCYTOMA in the child is rare. Moore and 
Shumacker in 1956 collected only 24 cases. The thera- 
peutic problems posed by this tumor are grave, for of 
17 patients who were operated upon, 7 died during 
surgery or immediately after. The eighth patient sur- 
vived because of cardiac massage, but with a severe 
cerebral lesion. 

Except for one case (Evans) pheochromocytoma in 
the child was generally recognized when there was 
permanent hypertension associated with paroxysmal 
elevations of the blood pressure. 

Up to 3 years of age, the patient observed by the 
authors developed normally. At the age of 4.5 years, 
the child was hospitalized for the treatment of 
diabetes. Glycemia was found, but the fasting blood 
sugar was normal. The blood pressure at that time 
varied between 115/85 and 130/90. The eyegrounds 
were normal. The patient was discharged from the 
clinic with a diagnosis of renal diabetes. 

The child continued to have polydypsia, episodes 
of increased respiration, persistent fatigue, cephalgia, 
and slight attacks of dizziness. When the patient was 
finally hospitalized at 7 years of age, it was deter- 
mined that he had a permanent hypertension, with a 
systolic pressure around 190, the highest being re- 
corded at 260. Physical examination showed an en- 
larged heart with a tortuous aorta. The eye grounds 
showed evidence of malignant hypertension. The 
existence of a pheochromocytoma seemed to be the 
most probable diagnosis, so the authors applied the 
following tests to confirm the diagnosis: the regitine 
test, the use of adrenalin to produce hyperglycemia, 
the measurement of noradrenaline in the urine (Von 
Euler, Stockholm), and retropneumoperitoneal roent- 
genograms to establish the presence of a pheochromo- 
cytoma in this 7 year old boy. 

Because of the danger involved in the surgery of 
this tumor, especially in children, regitine was given, 
by mouth, preoperatively, for a month and a half. 
While the administration of this drug is easy, the 
dosage is difficult to determine. In this case it varied 
between 5 and 35 mgm. so that the diastolic blood 
pressure was stabilized between 140 and 170. The pa- 
tient had only three mild “‘attacks” during this 6 
weeks of medication, and at the time of surgery his 
general health was greatly improved. The authors 
believe this preoperative preparation with regitine 
contributed to the success of surgery. 

In this case, urography along with palpation of the 
abdomen and lumbar region (causing elevation of the 

lood pressure) did not help to localize the tumor. 

Retroperitoneal air insufflation with, in this case, 
500 c.c. of air injected presacrally showed the right 
adrenal gland to be larger than the left, but the tumor 
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involved the left kidney and the inferior border of the 
tumor was seen to involve the upper portion of the 
kidney. The removal of two parts of the adrenal tu- 
mor, one the size of a nut and the second, the size of a 
plum, was done through an incision over the twelfth 
rib. The removal of the second portion of the tumor 
was difficult because it was found between the adrenal 
gland, the renal pedicle, and the aorta. 

Histological examination of the specimen showed a 
typical pheochromocytoma, weighing 19 gm. It con- 
tained 4 mgm. of noradrenaline per gram of tissue. 

Two years after surgery the child was in good 
health. The blood pressure was 110/80, the heart 
sounds were normal, and the cardiac shadow was 
within normal limits. Even the eyegrounds that 
had shown evidence of malignant hypertension prior 
to removal of the pheochromocytoma had returned to 
normal, The child subsequently had an attack of po- 
liomyelitis without paralysis from which he recov- 
ered without complications. 

Among the diagnostic tests used to determine the 
presence of pheochromocytoma, the use of adrenalin 
to produce hyperglycemia is easy to perform, is with- 
out risk to the patient, and helps to establish the early 
diagnosis. This examination also aids in establish- 
ing the cause of a fleeting hypertension, that would 
otherwise be difficult to recognize. The finding of nor- 
adrenaline in the urine is helpful in establishing the 
diagnosis of pheochromocytoma. The value of retro- 
peritoneal air studies in the d'agnosis of suprarenal 
tumors is re-emphasized by the author. 

—Conrad A. Kuehn, M.D. 


Crossed Renal Ectopia. James H. McDonatp and Don 
S. McCuetian. Am. 7. Surg., 1957, 93: 995. 


CROSSED RENAL ECTOPIA is an uncommon congenital 
abnormality in which a ureter in the normal bladder 
position crosses the midline to an ectopic kidney on 
the opposite side of the body. The abnormality occurs 
approximately once in every 7,000 autopsies and can 
be divided into the following 4 types. 

1. Crossed renal ectopia with fusion. Three hundred 
thirty-seven cases have been reported. This ectopic 
form is characterized by fusion of the ectopic and 
normally positioned kidneys and shows six variations. 
In all of them axial rotation of the kidney is impeded 
with the pelves located anteriorly. The most common 
form is the unilateral fused kidney with the ectopic 
kidney inferior. Second in frequency is the S-shaped 
or sigmoid kidney. The third form is the lump kidney 
characterized by extensive fusion of both kidneys 
resulting in a unilateral solid, irregular renal mass. 
Fourth in frequency is the L-shaped kidney in which 
fusion occurs between the lower pole of the superior 
kidney and the upper pole of the transversely posi- 
tioned ectopic kidney. A rare form is the disc or 
“doughnut” kidney in which both kidneys are located 
at the same level with their concave surfaces in ap- 
position. Fusion takes place at the lower or upper 
poles or both. 
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2. Crossed renal ectopia without fusion. This is a 
much less common anomaly than the fused type. 
Twenty-nine cases have been reported. 

3. Crossed ectopia of a solitary kidney. This anom- 
alous condition is a rare type. In 1950 a fifth case of 
this abnormality was reported. 

4. Bilateral crossed renal ectopia. This abnormality 
has been reported only 3 times. 

The authors mention several unusual cases of crossed 
renal ectopia which are extremely rare and essentially 
only of academic significance. The embryologic de- 
velopment of crossed renal ectopia has not been 
clearly established. The condition was most commonly 
diagnosed between the ages of 21 to 30. The sex 
incidence in all cases reported reveals 220 males and 
152 females; the sex was not given in 51. Left renal 
ectopia was predominant, i.e., the renal mass was 
most frequently located on the right side. 

Secondary pathology of the urinary tract is fre- 
quent. It has been reported that these patients have 
only a 3 to 1 chance of reaching middle age without 
the development of demonstrable hydronephrosis. The 
symptoms of crossed renal ectopia generally depend 
on the associated pathologic conditions. Pain was the 
predominant complaint, being present in 65 per cent 
of the cases. Patients with a sigmoid kidney interest- 
ingly enough seem mostly to complain of pain in the 
side opposite to the renal mass. A palpable mass was 
present in 61 per cent. Pyuria and hematuria occurred 
in 14 and 11 cases, respectively, and were always due 
to associated urologic disease. 

The diagnosis is made by excretory urography and 
cystoscopy with retrograde pyelography. The dif- 
ferential diagnosis includes: congenital solitary kidney 
with compensatory hyperplasia, homolateral double 
kidney in which the two ureters enter the bladder 
on the same side, horse-shoe kidney, and pelvic renal 
fusion abnormalities with each renal segment situated 
on its normal side. According to reports in the litera- 
ture, the condition has been erroneously diagnosed 
as hydronephrosis, nephroptosis, neoplasm, cyst, vari- 
ous intra-abdominal lesions, retroperitoneal tumor, 
or pelvic disease. 

The therapy is usually aimed towards the secondary 
complications. In the 49 cases the authors reviewed, 
19 patients received no therapy, 11 were treated 
medically, and in 19 various surgical procedures 
were performed. The surgical procedures include 
denervation of the renal pelvis and pedicle to relieve 
pain, nephropexies, and in 1 case of crossed ectopia 
without fusion the ectopic kidney was transposed to 
its normal side. 

Two case reports of unilateral fused kidney, with 
the ectopic kidney inferior, are presented. 

— Heinz E. Cron, M.D. 


Renal Artery Aneurysm: Report of 12 Cases, Two 
Treated by Excision of the Aneurysm and Repair 
of the Renal Artery, Eucene F. Pourtasse. 7. Urol., 
Balt., 1957, 77: 697. 


TWELVE Cases of aneurysm of the renal artery are 
presented. Seven of the patients had saccular aneu- 
rysms, 3 had poststenotic or jet aneurysms, 1 had a 
noncalcified fusiform aneurysm, and 1 had an arterio- 
venous aneurysm. In the 7 patients with saccular 
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aneurysms, 6 had calcified aneurysms and 1 had 
multiple aneurysms of the splenic artery and both 
renal arteries. The poststenotic or jet aneurysm results 
from partial obstruction of the artery by an arterio- 
sclerotic plaque and is similar to the aneurysm found 
distal to the coarcted segments of the thoracic aorta. 
One patient had a large noncalcified fusiform aneu- 
rysm associated with extensive hypernephroma. The 
twelfth had an arteriovenous aneurysm secondary toa 
nephrectomy. 

Two of the 7 patients with saccular aneurysms had 
intermittent upper abdominal pain. All 3 of the pa- 
tients with the poststenotic aneurysm had hyperten- 
sion. The other patients had no symptoms referable 
to the aneurysms. The diagnosis is based on the most 
consistent roentgenologic sign of a calcified ring-like 
shadow near the hilum of the affected kidney. This 
was present in 6 of the 7 having saccular aneurysms. 
The arteriovenous aneurysm, the fusiform aneurysms, 
and the poststenotic aneurysms had no calcification 
within their walls and were demonstrated by aortog- 
raphy, which is the most accurate means of estab- 
lishing the diagnosis and was most valuable in differ- 
entiating calcified arteriosclerotic plaques within the 
wall of the renal artery. 

In treating these patients excision of the aneurysm 
and repair of the renal artery was performed in 2 of 
the patients having congenital saccular aneurysms. 
Postoperatively, normal renal function was demon- 
strated in each. Four of the 7 with saccular aneurysms 
underwent nephrectomy. Two of the 3 patients with 
the poststenotic aneurysms underwent nephrectomy; 
both had malignant hypertension and remission of the 
malignant syndrome postoperatively. It is believed 
that large symptomatic aneurysms, especially in hy- 
pertensive patients, should be treated by excision or 
nephrectomy, whether calcified or not. Small, asymp- 
tomatic calcified aneurysms in nonhypertensive pa- 
tients probably can be managed without surgical 
treatment. —Robert O. Beadles, M.D. 


Hypertension and Tuberculous Renal Lesions. J. P. 
LavenpER. Brit. M. 7., 1957, 1: 1221. 


Since GoLpBLaTT demonstrated hypertension induced 
by clamping renal vessels (1934) and Butler presented 
his subsequent report of the treatment of hypertension 
by nephrectomy (1937), great interest has been shown 
and many articles have been written on this subject. 
However, the literature on tuberculous renal lesions 
and hypertension is surprisingly small. 

Braasch (1940) referred to a series of 158 patients 
who were nephrectomized for renal tuberculosis and 
noted that 12 were hypertensive. He also reported a 
series of 37 patients with tuberculous autonephrectomy 
of whom 5 were hypertensive. His conclusions were 
that these patients fell into a lower age group and, also, 
that vascular sclerosis is uncommon in the presence of 
the renal pathologic changes which occur with tuber- 
culosis. Of the 11 cases which were traced postopera- 
tively, 7 maintained a normal blood pressure and two 
showed a temporary fall. 

Goidsenhoven (1947) reviewed 92 cases of renal 
tuberculosis and found 6 patients with hypertension. 
Of 23 patients with hypertension and tuberculous 
renal lesions who were operated upon, 15 had suc- 
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cessful results, 2 had doubtful results, and 6 had un- 
successful results. The period of postoperative follow- 
up varied from 5 years to none. Braasch’s series of 11 
cases was followed up from 2 to 5 years and showed 7 
successful results, 2 doubtful results, and 2 failures. 

The author presents 2 cases. The first, a 17 year old 
male, had a blood pressure drop, postoperatively, 
from 210/180 to 136/90 which was maintained for 7 
months. The resected kidney showed caseating tuber- 
culosis with secondary pyelonephritis. There was 
fibrosis of Bowman’s capsule with partial or complete 
obliteration of many glomeruli. The interlobar arteries 
showed fibroblastic thickening of the intima. Larger 
arteries showed medial hypertrophy. The second case, 
a 49 year old male, had an immediate postoperative 
blood pressure drop from 210/110 to 120/80 which 
later stabilized at 150/100. However, 3 months later 
he was admitted for hypotensive drug therapy be- 
cause of a pressure of 210/110. Seven months later 
he died of cardiac failure. The resected kidney showed 
areas of fibrosis and calcification with advanced 
glomerular fibrosis. The arterioles showed intimal 
and medial proliferation. 

Hypertension in patients having renal tuberculosis 
seems to be rare and does not seem to differ from the 
incidence of hypertension in normal persons of the 
same age group. In a series of 40 patients who have 
had nephrectomy due to tuberculosis, the author 
found only the 2 cases of hypertension presented above. 
This low incidence is of interest because tuberculosis, 
in causing progressive complete destruction of renal 
substance, would suggest another factor than renal 
destruction as responsible for hypertension. A patho- 
logic finding in the 2 cases presented was secondary 
pyelonephritis which might be the chief factor causing 
hypertension in patients with renal tuberculous lesions. 

The good results obtained by nephrectomy in pa- 
tients with renal tuberculosis and hypertension are 
emphasized. —Edward J. Frishwasser, M.D. 


Surgery of the Diseased Horseshoe Kidney. Car P. 
DaHLEN and Freperick SCHLUMBERGER. Am. 7. 
Surg., 1957, 93: 405. 


ALTHOUGH the congenital anomaly of horseshoe kid- 
ney was described at an early period, the first success- 
ful operation was not reported until 1888. Since that 
time, many workers have written about the factors re- 
sponsible for its occurrence, as well as its incidence, 
symptomatology, and management. In fact, its man- 
agement continues to intrigue each succeeding gen- 
eration of urologists. 

Unilateral nephrectomy has been recorded at least 
90 times since 1888, while a minimum of 10 articles 
have been written since 1940 on division of the isth- 


mus, heminephrectomy, and pyeloplasty for various . 


situations. 

The authors record 8 cases of horseshoe kidney in 
which surgery was performed either for a symptomatic 
or diseased urinary system. Aortography was con- 
sidered to be especially useful as the anomalous blood 
supply which is observed with horseshoe kidney can 
usually be delineated and proper surgical maneuvers 
more adequately planned. A transabdominal, trans- 
peritoneal approach with either mesial mobilization of 
the colon or a transmesentric approach was employed 
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with success. It is noted that most of the recent articles 
recommend a transabdominal rather than a retro- 
peritoneal approach. Division of the isthmus was per- 
formed between parallel rows of mattress sutures and 
any other corrective surgery (pyeloplasty, uretero- 
plasty) performed. Nephropexy was done, and neph- 
rostomy tubes, splinting catheters, and drains were 
brought out retroperitoneally. The complications were 
minimal and all 8 patients survived. 
— Jack A. Thompson, M.D. 


Ureterointestinal Anastomosis. GzorGc STAKEMANN. 
Acta chir. scand., 1957, 112: 374. 


THE AUTHOR briefly reviews various methods of pro- 
ducing ureterointestinal anastomoses and discusses 
five conditions which may prevent a satisfactory re- 
sult: (1) intestinoureteral reflux, (2) stenosis of the 
anastomosis, (3) intestinal reabsorption of urine and 
resulting hyperchloremic acidosis, (4) proctitis, and 
(5) rectal incontinence. 

The results in 59 patients operated upon by the 
Coffey or by the Mathisen method are discussed, the 
indication for surgery being bladder carcinoma in the 
majority of cases. The 14 surviving patients were fol- 
lowed up with particular reference to the effect of the 
operation on the kidney and intestinal function. 

This study shows that the daily life of most of the 
patients is not hampered by the altered intestinal 
function, but that almost all patients sooner or later 
develop renal impairment of varying degree. 

—Bernard H. Hymel, M.D. 


BLADDER, URETHRA, AND PENIS 


The Value of Cystourethrography in Paraplegia. M. 
DamanskI, and A. SUTCLIFFE RR. Brit. 7. Surg., 
1957, 44: 398. 


THIS REPORT is a summary of 6 years’ experience in a 
paraplegic unit; it is based on 250 cystourethrographic 
studies in 100 patients. 

The technique is described in some detail; funda- 
mentally, retrograde injection of 4 to 8 ounces of 10 
per cent sodium iodide with a syringe was carried out. 

The roentgenologic appearance of the normal and 
of the paraplegic bladder and urethra is described. 

Cystograms of the bladder with varying gradation 
from the normal to extreme diverticulosis and distor- 
tion are shown. Backflow into the upper tracts is de- 
scribed. 

The appearance of the posterior urethra in the 
paraplegic is also well illustrated. The authors found 
a variation in length from 18 to 60 mm. Several con- 
ditions are described as being typical: 

1. Contracted posterior urethra. This is the most 
common picture in the early paraplegic. 

2. Prostatic urethra relaxed. This is usually found 
in lower motor neuron lesions, but is not uncommon 
in upper motor neuron lesions. A portion of, or the 
entire prostatic urethra may be relaxed. It is believed 
that the variants of relaxation are shown by the 
roentgenologic representation of the relative length of 
the striated muscle of the external sphincter. 

3. External sphincter relaxed. This may be asso- 
ciated with a narrowing at the verumontanum, a 
pseudosphincter. 
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4. Dilated prostatic ducts. These were found in one- 
third of the cases and were the result of inflammatory 
change. 

The authors describe two rough groupings into 
which they divide the appearance of the bladder neck 
when viewed in anteroposterior and oblique views. 
The first is characterized by a collarlike defect, the 
contracted bladder neck. The second is characterized 
by a posterior filling defect with wide quantitative 
gradation. 

The value of cystography is discussed. 

1. The damage to the urinary tract from infection 
may be assessed. 

2. Information concerning the function of the blad- 
der neck, the sphincters, and the posterior uretira 
may be obtained. 

3. Evaluation of therapy is facilitated by identifying 
the site and nature of the obstruction. 

Treatment by pudendal neurectomy, and sub- 
arachnoid alcohol block with bladder neck resection, 
the former for upper motor neuron lesions in the ab- 
sence of advanced fibrous changes of the musculature 
and the latter for removal of mechanical obstruction, 
are mentioned and illustrated with brief case histories 
under the following headings: (1) pudendal neurec- 
tomy performed for spasticity of the whole posterior 
urethra, (2) pudendal neurectomy performed for the 
spasticity of the external sphincter, (3) the effect of 
subarachnoid alcohol block, (4) the effect of trans- 
urethral bladder neck resection, and (5) the effect of 
combined procedures. 

—Rudolf O. F. Oppenheimer, M.D. 


Intestinovesical Fistulas; Report of 7 Cases and Re- 
view of the Literature. Benjamin S. ABESHOUSE, 
Martin A. Rossins, Mark Gann, and JuLIAN O. 
Saux. 7. Am. M., Ass., 1957, 164: 251. 


Since 1940 the number of reports concerning intes- 
tinovesical fistulas has sharply decreased. Recent ex- 
perience at the Sinai Hospital of Baltimore with 7 
such cases prompted this report. 

Although inflammation remains the most common 
cause of this type of fistulization, fallopian tube infec- 
tion has been accounting for fewer and fewer cases 
while diverticulitis accounts for more and more. Neo- 
plasia ranks a close second in causal responsibility and 
carcinoma of the rectosigmoid is particularly likely to 
fistulize into the bladder. Carcinoma of the bladder 
and of the female pelvic organs is rarely associated 
with an intestinovesical fistula. Trauma, particularly 
gunshot wounds, and also iatrogenic injury with 
cystoscopes or sounds, or during surgery have been 
reported. In 1954 Williams reported 148 intestinovesi- 
cal fistulas, of which 22 were the result of trauma. Ten 
of these followed prostatectomy. 

Congenital imperforate anus is more often than not 
associated with a fistula from the rectum to the blad- 
der. Ladd and Gross reported 117 such fistulas among 
214 instances of imperforate anus. There have been 
but scattered reports of ingested foreign bodies such as 
chicken bones or swallowed pins which constitute the 
offending mechanism of fistulization. 

Of 665 fistulas reported in the literature, 47 per cent 
proved to be inflammatory in origin, 33 per cent neo- 
plastic, 15 per cent traumatic, and 5 per cent con- 


genital. he greater vulnerability of the male is re. 
flected in the incidence ratio of 3 males to 2 females 
and is generally attributed to the protection afforded 
the female by the interposition of the uterus between 
the bladder and the rectosigmoid. 

Fistulization commonly occurs via a peridivertic- 
ulitic abscess which adheres to, and later perforates 
into, the bladder. The authors believe that direct ex- 
tension of the inflammation along the mesosigmoid to 
the bladder with subsequent fistulization is a develop- 
ment more common than is generally appreciated. 
The region of the trigone is the usual site of the blad- 
der terminus of the fistula. However, it is most difficult 
to identify the tract in fresh or fixed specimens. Its 
tortuosity defies dissection. Likewise, cystoscopy rarely 
permits one to identify the opening because of the 
inflammatory reaction and the bullous edema. 

The diagnosis depends on demonstrable cystitis and 
the history of passage of feces or air per urethra plus 
the concomitant urgency, frequency, and dysuria. 
There may be a tender palpable abdominal mass. 

The authors vigorously favor multistaged manage- 
ment with diverting colostomy constituting the initial 
procedure. Subsequent resection of the fistula and the 
diseased intestine is undertaken whenever the patient’s 
condition is deemed sufficiently improved unless a 
neoplasm is suspected. The third step is closure of the 
colostomy. 

Among their 7 patients, the authors found divertic- 
ulitis in 6 and carcinoma of the cervix in one. The 
three-stage management was employed in 5 of the 
patients. — Everett Shocket, M.D. 


A Review of Methods of Vesical Exclusion. Davin 
Banp. 7. R. Coll. Surgeons Edinburgh, 1957, 2: 165. 


Cases in which there are indications for urinary 
diversion usually fall in one of the following three 
groups: (1) neurogenic bladder associated with lesion 
of the spinal cord, congenital or acquired; (2) con- 
tracted bladder resulting from chronic infection, 
particularly tuberculosis; and (3) vesical tumors un- 
suitable for conservative treatment. In these condi- 
tions there are certain patients in whom diversion 
becomes a matter of necessity, either to protect the 
upper urinary tract from the effects of backward 
pressure and renal failure, or because total cystectomy 
is required for the eradication of neoplastic disease. 
Three types of operations have been selected for dis- 
cussion and some of the results are tabulated. 

1. Cutaneous ureterostomy carries a_ negligible 
mortality rate and renal function can be maintained 
at a reasonable level at least for a time. However, 
there is a tendency to meatal stenosis in about 50 per 
cent, and the long term results of cutaneous ureteros- 
tomy were found to be no better than those of uretero- 
colic anastomosis, with ureteritis and stricture occur- 
ring within the ureter and often a progressive hydro- 
nephrosis with low grade infection. This method 
should probably be reserved for debilitated patients 
for whom, even with a short expectation of life, 
urinary diversion has become a matter of necessity. 

2. Ureterocolic anastomosis provides a method of 
vesical exclusion when the anal sphincter is continent 
and when urination per rectum may be expected to 
occur at reasonable intervals. The inconvenience of 
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the alteration in the micturition habit is minimal. 
The operation is contraindicated when lesions of the 
spinal cord have led to the loss of anal sphincter con- 
trol, when there is a tendency to looseness of the 
stools, when there is defective renal function, and 
when there is dilatation of the upper urinary tract. 
Many complications result from stenosis at the stoma, 
reflux of the colonic content to the upper urinary 
tract, or hyperchloremic acidosis from the absorption 
of urea and chlorides from the bowel. Many patients 
have a profound abhorrence of any external fistula 
for which a collecting apparatus has to be worn, and 
for them urination per rectum is the least disturbing 
of all methods of urinary diversion. By supervision 
at regular intervals and the correction of electrolyte 
disturbance, the acidotic tendency may be avoided. 
The author presents 3 cases in which ureterocolic 
anastomosis was performed for tuberculosis. He be- 
lieves that the patients have survived in health and 
comfort, and to outward appearance may be regarded 
as normal individuals, leading useful lives. When 
ureterocolic anastomosis is combined with cystectomy, 
the mortality rate is greater, with the same problems 
remaining, yet the patients have done well with the 
ureterocolic anastomosis. 

3. In a general analysis of 212 ileal ureterostomies 
from data supplied by the British Association of Uro- 
logical Surgeons it has been shown that the operative 
mortality rate is 25 per cent. Combined with cystec- 
tomy the hospital mortality rate rises to 30 per cent, 
and when the ileal ureterostomy is performed for a 
congenital deformity with incontinence, the figure 
falls to 9 per cent. In 109 cases of ileal ureterostomy, 
40 per cent showed an abnormal postoperative 
blood urea, and in 210 cases of ureterocolic anastomo- 
sis the blood urea was raised in 71 per cent. A series 
of cases of ileal ureterostomy with total cystectomy 
presented an operative mortality rate of 22 per cent. 
The postoperative complications were relatively fre- 
quent (40 per cent), and these were chiefly ileus, 
urinary fistula, and postoperative evisceration. 

The author presents 6 cases of his own, of which 
group 2 patients suffered from postoperative perfora- 
tion of the intestine. Both complications were recog- 
nized and dealt with successfully. Four of the patients 
are doing well with water-tight collecting apparatus 
and normal renal function. It would seem tha: ileal 
ureterostomy is a valuable method of diversion in the 
urinary stream when the expectation of life is good, 
and this applies particularly to young people with a 
spinal defect and a flaccid anal sphincter. The single 
external urinary fistula is preferable to the bilateral 
fistula of cutaneous ureterostomy with its late se- 
quelae of ureteric stricture and infection. It presents 
no great difficulty in management; the collecting 
apparatus is water-tight and comfortable, and skin 
irritation may be avoided by the application of the 
nobecutane spray. The ileal loop is a conduit and not 
a reservoir; it contains a moving stream of urine; 
there is no reabsorption of electrolytes, and ascending 
infection is unlikely in the absence of obstruction. 
However, in considering ileal ureterostomy as an 
alternative to ureterocolic anastomosis when the anal 
sphincter is intact, the immediate hospital mortality 
rate cannot be disregarded. 
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In summary, the author has considered 3 methods 
of urinary diversion, with regard to the consequent 
changes in renal function and to their repercussions 
on the patient’s mode of living. Cutaneous ureteros- 
tomy inevitably leads to deterioration in the renal 
function as a result of ureteritis and stricture. It is ex- 
tremely difficult to fit a collecting apparatus which 
will adequately control the two external fistulas. 
Ureterocolic anastomosis with or without cystectomy 
avoids the external fistula but may lead to deteriora- 
tion in the urinary function. From the patient’s point 
of view the alteration in the micturition habit causes 
the least inconvenience. Ileal ureterostomy with a 
single external urinary fistula has proved efficacious 
in the conservation of renal function, and the adjust- 
ment of the collecting apparatus presents no difficulty 
to the patient. In the selection of patients for any of 
these procedures, careful attention should be paid to 
the expectation of life, the nature of the disease, and 
the patient’s future environment. 


—Robert O. Beadles, M.D. 


GENITAL ORGANS 


Acute Enterocolitis Following Prostatectomy (Akute 
Enterokolitis nach Prostatektomie). J. Kucera and 
Cesrmir DvorAéek. Zschr. Urol., 1957, 50: 70. 


In 1893 Finey first reported enterocolitis as a compli- 
cation after gynecologic operations. Since then its 
occurrence after other operative procedures, especially 
those on the gastrointestinal tract, has been described. 
In general, it has been an infrequent postoperative 
complication. 

It can also occur after prostatic surgery, and during 
the past 3 years 6 such cases were observed at the 
University Hospital. The author believes enterocolitis 
to be considerably more common than the literature 
indicates. This disease process usually affects the small 
intestine and is characterized by pseudomembranous 
enteritis. Histologically, the veins and capillaries of the 
mucosa and submucosa are markedly dilated and the 
submucosa is infiltrated with histiocytes, lymphocytes, 
and plasma cells. Polymorphonuclear cells are not 
present. 

The etiology of postoperative enterocolitis is com- 
plicated and undoubtedly is brought about by a num- 
ber of factors. It is, however, unquestionably due to the 
use of oral and parenteral antibiotics which lead to a 
change in the intestinal flora causing coliform bacteria 
to disappear and staphylococci to increase. Antibiotics 
are not the sole cause of this complication since it has 
been encountered prior to the discovery of these drugs. 
Postoperative shock and allergic reaction to drugs are 
implicated as well. 

The clinical course of postoperative enterocolitis is 
quite typical. Symptoms appear on the second or 
fourth postoperative day, rarely later. Having felt 
quite well, the patient suddenly begins to complain of 
abdominal cramps and distention. This is followed by 
fever and diarrhea. The stool is foul and is sometimes 
mixed with blood. Diarrhea persists and sometimes 
pseudomembranes are passed. ‘The pulse rate increases 
and the patient becomes dehydrated. The amount of 
urine passed diminishes and azotemia occurs, followed 
by circulatory collapse and death. 
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Of the 6 patients who had enterocolitis following 
prostatectomy, all received penicillin and streptomycin 
during the postoperative period. Two of the 6 patients 
survived. The prognosis of enterocolitis is very grave. 
The mortality rate is usually given as 80 per cent. It is, 
therefore, important to treat this complication 
promptly and vigorously. The diagnosis is, as a rule, 
not difficult. 

If antibiotics have been given, they must be stopped 
at once and erythromycin substituted. In addition to 
this the patient is given yogurt, buttermilk, and large 
doses of vitamin B. Some authors advocate the use of 
antihistamines in addition to ACTH or cortisone. ‘The 
most important point in the management of this com- 
plication is vigorous antishock therapy and rehydra- 
tion of the patient. Plasma and glucose must be given 
in large quantities. It may be necessary to give as much 
as a liter per hour. Ten and more liters per day have 
been used. To prevent postoperative enterocolitis, it is 
important to protect the patient against contamina- 
tion with staphylococci from endotracheal tubes, 
oxygen masks, and such. 

—S. Richard Muellner, M.D. 


MISCELLANEOUS 


Aldosterone-Producing Tumors of the Adrenal Gland; 
Report of 3 Cases, James S. Hewett, E. Perry 
McCuttacu, Gorpon L. Harriet P. 
Dustan, and Others. 7. Am. M. Ass., 1957, 164: 719. 


PRIMARY ALDOSTERONIS is a direct result of the over- 
production of aldosterone, either from an adrenal 
tumor or from a hyperplastic gland. It is not asso- 
ciated with edema as are such disorders as nephrosis, 
cirrhosis, and congestive heart failure in which there 
is a secondary over-production of aldosterone. Al- 
dosterone appears to be a normal secretory product 
of the adrenal cortex and is probably the most im- 
portant endocrine agent in regulating the metabo- 
lism of sodium ard potassium. 

The authors »-esent 3 cases, bringing the total 
number reported in the literature to 16. Primary 


aldosteronism is a distinct entity with typical clinical, 
biochemical, and renal findings. Clinically, the pre 
sence of primary aldosteronism may be suspected jf 
the patient has episodes of muscular weakness, which 
may simulate intermittent paralysis, and hyper. 
tension. Other symptoms are excessive thirst, polyuria, 
nocturia, and headaches. Tetany also has been 
observed. 

Hypokalemia with consistent electrocardiographic 
findings is the most characteristic change. Less com- 
mon, but frequent, are hypernatremia and alkalosis, 
Diabetes mellitus, not previously reported, was pre- 
sent in 2 of the authors’ 3 cases. 

Abnormalities in the renal function are character- 
ized by a decrease in the urine-concentrating power 
and a persistently alkaline urine with good glomerular 
function. The impairment of concentrating power 
may be referred to the inability of the tubular cells 
to maintain an osmotic balance. Such defects in the 
water conservation function have been found in pa- 
tients with a depleted serum potassium level. The 
mechanism of failure to form acid urine is less easily 
understood. 

Of the total of 16 cases reported there have been 12 
cures; 10 by removal of an adrenocortical adenoma, 
1 by total adrenalectomy, and 1 by subtotal adrenal- 
ectomy. Three cases were diagnosed at autopsy. 

The case reports are presented in detail with pre- 
operative and postoperative graphs of the electrolyte 
changes, electrocardiograpic tracings, and the results 
of renal studies. In each case the sodium retaining 
substance identified as aldosterone diacetate was 
present in large amounts in the urine. The tumors 
found in all 3 cases were strikingly similar. Photomi- 
crographic illustration shows cords of epithelial cells 
of various sizes with a clear, finely reticulated cyto- 
plasm. 

Postoperatively in each instance, the patient be- 
came asymptomatic, aldosterone disappeared from 
the urine, and the ability of the kidneys to acidify and 
concentrate urine was restored. 

—Allan K. Swersie, M.D. 
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CONDITIONS OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Roentgenographic Recognition and Differentiation 
of Parosteal Osteogenic Sarcoma. G. MELvIN STEv- 
ENS, Davip G. Pucu, and Davin C. Dauuin. Am. 7. 
Roentg., 1957, 78: 1. 


PAROSTEAL osteogenic sarcoma is an unusual type of 
malignant tumor which does not follow the usual life 
history of osteogenic sarcoma. Distinctive pathologic 
changes are seen as well as a distinctive and almost 
diagnostic roentgenographic configuration. The au- 
thors reported 19 cases of parosteal osteogenic sar- 
coma. 

The typical clinical picture is that of a slow- 
growing, firm, painless mass that eventually limits 
the function in the joint adjacent to the tumor. The 
tumor may be long standing; in fact, one tumor had 
existed for 30 years prior to examination. Predilection 
for the popliteal space and a tendency to encircle the 
shaft of the distal humerus are characteristic. Charac- 
teristic also are the large benign-appearing regions in 
the tumor with only occasional regions of malignant 
change. The degree of malignant change in the tumor 
tends to increase with local excision and subsequent 
excisions. 

Roentgenographically, these tumors present a char- 
acteristic location in that they involve the long tubu- 
lar bones in general and the popliteal space in the 
distal femur in particular. In 16 of the 19 cases the 
tumors involved the distal portion of the femur, and the 
bulk of the tumor was located in a juxtacortical posi- 
tion and tended to encircle the shaft of the bone. Typ- 
ically, they are firmly attached to the cortex, although 
in growing they tend to expand along and around the 
cortex without being firmly attached to the remainder 
of the shaft. They appear lobular with occasional an- 
gular projections into the soft tissue and have broad 
bases; none were seen to arise from pedicles. Little 
tendency for medullary extension was apparent, 
either grossly or on x-ray examination. 

From pathologic and roentgenographic viewpoints 

differential diagnosis involves consideration of myosi- 
tis ossificans, occasional solitary broad-based osteo- 
chondroma, the sclerosing type of ordinary osteogenic 
sarcoma, true osteomas of the skeleton, ossifying 
em, and an occasional exuberant postfracture 
callus. 
_ The authors emphasized that the roentgenogram 
is not absolutely diagnostic; however, they expressed 
the opinion that if a large tumor of this nature exists 
and pathologic evidence of malignancy is lacking, the 
roentgenogram is characteristic enough to tip the bal- 
ance in favor of parosteal osteogenic sarcoma and the 
treatment should then be predicated on this suppo- 
sition. 

_ After local excision the tumors almost always recur 
since complete removal of such an encircling tumor 
technically impossible. 

—E. W. Johnson, M.D. 
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The Primary Reticulosarcoma of the Marrow Cavity 
of the Bone; Clinical and Anatomopathologic Sur- 
Survey of 30 Cases (I1 reticolo-sarcoma primitivo del 
midollo osseo; rassegna clinica ed anatomo-patologica 
di 30 casi). C. Pats and R. Zanasi. Chir. org. movim., 
1957, 44: 79. 


TWENTY-FOUR cases of primary reticulosarcoma of 
the marrow cavity of the bone were collected from 
the records of the Rizzoli Orthopedic Clinic at the 
University of Bologna in Italy of the past 50 years, and 
6 from the records of the Gaslini Orthopedic Insti- 
tute at Genoa of the past 3 years. 

The clinical, roentgenological, and _ histological 
criteria on which the differentiation of this entity 
from other types of bone tumor, particularly Ewing’s 
tumor, is based, are fundamentally those given by 
Parker and Jackson (Surg. Gyn. Obst., 1939, 68: 45). 
The authors call particular attention to the similarity 
of the histologic findings of this tumor with those of 
reticulosarcoma of the lymph nodes, to the volume 
of its cells which are from one to one and a half times 
the size of a lymphocyte, to the rounded or oval, 
dentilated, lobulated polymorphism, suggesting a 
capacity for ameboid movements, to the frequency of 
mitotic figures, and to the reticular fibers which not 
only surround the cell nests, as in Ewing’s tumor, but 
also invade the spaces between the individual cells 
and seem at times to end in the protoplasm of the 
individual cells themselves. The authors suggest that 
the explanation of the low grade of clinical malig- 
nancy of the reticulosarcoma, as compared with 
Ewing’s sarcoma, its more pronounced tendency to 
cause pathologic fracture, and its limited osteogenic 
activity may lie in its tendency toward expansion 
rather than infiltration. It produces osteolysis by 
pressure and without evidence of sclerosis. 

Seventeen of the 30 patients received surgical and 
radiation treatment, 5 radiation treatment alone and 
8 surgical treatment alone. 

The surgical therapy consisted of 1 interscapulo- 
thoracic amputation which was followed by recur- 
rence, 10 amputations with 2 recurrences, 7 resections 
with 2 recurrences, 2 excisions, both with recurrence, 
and 4 laminectomies for decompression only. In 6 
patients only an attempt to procure a biopsy speci- 
men was made. 

Irradiation therapy was given to 20 patients, either 
before or after the surgical intervention. The mini- 
mum dosage was 1,000 roentgens, the maximum 
10,000 roentgens. The best results were obtained in 
the early stages of the disease and the poorest after 
metastases had developed, indicating that at this 
stage the malignant character of the growth had be- 
come especially pronounced. 

Of the 30 patients, 20 have died, the average 
period of survival being 37 months; the maximum 
108 months, the minimum 8 months. The last pa- 
tient had manifestations of leukemia. Three patients 
were not heard from after dismissal from the hospital. 
Following combined therapy the average period of 
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survival was 46 months; the maximum was 108 
months, the minimum was 12 months. Following 
surgical treatment alone the average period of sur- 
vival was 25 months; the maximum was 54 months, 
the minimum 12 months. Following irradiation treat- 
ment alone the average period of survival was 40 
months; the maximum was 62 months, the minimum 
18 months. These figures, based on the results ob- 
tained in 23 cases, do not permit conclusions in favor 
of any of the three types of treatment. At present a 
standardized method of treatment of reticulosarcoma 
of the marrow cavity of bone is not existent; all that 
can be said is that the treatment should be adequate. 
Preoperative irradiation therapy is considered of 
value, particularly in decreasing the chance of surgi- 
cal diffusion of the process. Segmental resection is 
held justifiable in early processes and in certain loca- 
tions such as the scapular and pelvic girdles. Disartic- 
ulation and amputation may be indicated in the 
more advanced processes or in rapidly destructive 
neoplasms in young people. Every surgical interven- 
tion should be followed by irradiation therapy, not 
only to the original site of the disease but also to the 
tributary lymph and lymph node areas. Roentgen 
therapy should be given in repeated cycles and in 
large dosages. — John W. Brennan, M.D. 


Histological Investigation of Bone ag pee in 
Immunologically Prepared Animals. Wituiam F. 
ENNEKING. 7. Bone Surg., 1957, 39-A: 597. 


Ir HAS BEEN previously documented that homogenous 
bone transplantation in experimental animals pursues 
three definite patterns of response. Firstly, a part of 
the homogenous transplant may proliferate, survive, 
aid in the incorporation of the transplant, and may be 
as useful as an autogenous transplant. Secondly, it 
may fail to proliferate new bone and act asa stabilizing 
force to the host. Thirdly, the homogenous transplant 
may be rejected by the host and destroyed without 
any benefit to the reparative process. 

In all, the author has studied the histologic results 
of 180 specimens from rats. Thirty-five of these trans- 
plants were autogenous, 66 were homogenous, 45 
presensitized homogenous, and 34 parabiotic. The 
material consisted of segmental osteotomized femora 
transplanted to a recipient femoral shaft and then 
studied 4 hours postoperatively, 24 hours, 3 days, 5 
days, 7 days, 15 days, 30 days, 45 days, 60 days, 75 
days, 90 days, 105 and 120 days, respectively. In the 
homogenous transplant, the author has observed 
antigenic phenomena emanating from the transplant 
with a distinct provocative antibody response by the 
host. Cessation of the antigenic antibody was not 
achieved until bone union ensued or the graft was 
absorbed. 

By and large, histologic studies of the various stages 
of the homogenous bone transplant seemed to indicate 
indubitable evidence of inflammatory reaction, copi- 
ous granulation, necrosis of the bone, and delayed 
nonunion. Contrariwise, the autogenous graft dis- 
closed a uniform lack of granulation, absence of bone 
necrosis, and inflammatory changes. Early periosteal 
proliferation with bone union resulted in the great 
majority. Moreover, the results obtained in the pre- 
sensitized animals, notwithstanding the concomitant, 


consistent high degree of inflammatory reaction, 
showed that bone repair is compatible with autog- 
enous bone grafts. 
This important observation emanates from the De- 
partment of Orthopedics, University of Chicago. 
—Samuel L. Governale, M.D. 


Boxer’s Knuckle; a Preliminary Report. J. Roserr 
Am. 7. Surg., 1957, 93: 388. 


AN ENTITy, apparently occurring only in boxers, is 
presented. Four cases of boxers with chronic injuries 
to the soft tissues in the area of the metacarpophalan- 
geal joint are discussed and photographs of molds of 
the fists of many champion fighters are shown to 
corroborate the author’s point. 

Three patients were operated upon and the fourth 
was given conservative care. The pathology in the 
operative cases is presented. Direct trauma to the 
area causes swelling of the soft tissues. Further trauma 
causes tearing of the soft tissue which may extend 
through the tendon and capsule of the metacarpo- 
phalangeal joint. The tear may extend into the joint 
space and affect the cartilage of the metacarpal head. 

Surgery consisted of resection of all chronic granula- 
tion and scar tissue and the affected tendon and joint 
capsule. The tendon was reinforced with fresh tendon. 
The results were good. The author stresses that 
proper bandaging may obviate this difficulty in some 
cases. —Richard G. Saxon, M.D. 
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TENDONS, ETC. 


A Variation in the Treatment of Fractures of the 
Head of the Humerus (Wandlung in der Therapie der 
Oberarmkopffrakturen). G. Ostapowicz and R. 
Kocu. Langenbecks Arch. u. Deut. Zschr. Chir., 1957, 
285: 38. 


FRACTURES IN THE REGION of the head of the humerus 
have been treated with various methods of manipula- 
tion and immobilization since the time of Hippocrates. 
In the last 100 years innumerable methods have been 
advanced for the treatment of these fractures. Most of 
these involve more or less rigid fixation of the arm 
until union of the fracture is established. Next in order 
come operative reductions of the fractures and fixation 
of the fragments with screws, plates, nails, and intra- 
medullary nails. These methods are only indicated for 
fractures in which reduction is unstabile or impossible. 

Since 1950 a functional method of treatment of 
fractures of the humeral head has been used. Under 
general anesthesia, with the patient on his back, 
traction is applied to the upper arm. This is so ar- 
ranged that the operator applies the traction by 
means of a belt which passes about his hips, leaving 
both hands free for manipulation of the fracture. 
X-ray control is used to assure satisfactory reduction. 
If reduction by manipulation is unsuccessful, hanging 
casts or abduction splints with traction on a wire in 
the olecranon are used. After a week of rigid immobil- 
ization the patient begins active pendulum and circu- 
lar motion in the shoulder joint. After 3 days the exer- 
cises are carried out with a weight or a dumbbell in 
the patient’s hand. At the same time he walks the 
fingers up a wall, standing so that the shoulder 1s 


Al 
arm 
TI 
men 
casic 
after 
four 
hum 
long 
was 
met! 
whi 
mot 
witl 
THI 
inte 

is 
adi 
ilia 
mo 

fe 
ie 
Th 
su 
ou 
ou 


elevated anteriorly, posteriorly, and laterally. Exer- 
cises are made longer and more intense as the fracture 
healing progresses. On the average this treatment lasts 
for 4 weeks. Usually at the end of a month the patient 
can reach his neck and buttocks, and can elevate the 
arm to the horizontal position. 

This method is superior to methods which main- 
tain rigid immobilization for longer periods. Displace- 
ment of the fracture fragments does not occur. Oc- 
casionally the accuracy of the reduction improves 
after exercises are started. Between 1945 and 1954 
four hundred and ninety patients with fractures of the 
humeral head were treated. In the first 5 years pro- 
longed immobilization with bandages or splints was 
employed. From 1950 to 1954 the functional method 
was used. In the first group the duration of treatment 
was 105.9 days, while in the latter group the duration 
was 66.7 days. Patients treated by the functional 
method were able to return to work after 2 months, 
while those treated by other methods returned after 
3.5 months. The final result with regard to shoulder 
mobility was better with the functional method than 
with methods requiring longer immobilization. 

—Robert D. Larsen, M.D. 


The Dowel Intervertebral-Body Fusion as Used in 
Lumbar-Disc Surgery. B. R. WiLTBERGER. 7. Bone 
Surg., 1957, 39-A: 284, 


THE AUTHOR presents a technique for fusion of the 
intervertebral body utilizing precut dowels of iliac 
or tibial bone. The results in 46 cases followed for 
more than 2 years are presented. He thinks that inter- 
body fusion offers certain advantages over posterior 
fusion. The procedure described carries a greater 
risk of injury to the dura and nerve roots than posterior 
fusion. An Iliff trephine is used on an oscillating saw 
to core out a hole (or two holes) in the endplates of 
adjacent vertebral bodies. The previously prepared 
iliac or tibial dowels are then inserted into these 
holes while the vertebrae are held in distraction. 

Postoperatively, the patients are kept in bed for 3 
weeks. A brace is worn for about 8 months after 
operation. 

Roentgenographic studies of 46 patients followed 
more than 2 years showed nonunion in 6 (13 per 
cent). The results were classed as good in 70 per cent, 
of benefit in 17 per cent, and of no benefit in 13 per 
cent. —Bernard C. Gerber, M.D. 


Long-Term Results in the Bucket-Handle Aceta- 
I. Nacutas. 7. Bone Surg., 1957, 
-A: 309, 


THis BRIEF ARTICLE is a follow-up report on 7 patients 
upon whom bucket-handle acetabuloplasty was per- 
formed from 12 to 21 years previously, 3 of the pa- 
tients having been followed up for more than 20 years. 
is operation was done in preference to a standard 
shelf operation in an attempt to form a socket which 
was contoured to fit the femoral head and which had 
sufficient depth to house it securely. At operation the 
tim of the acetabulum was osteotomized and swung 
outward; then a bone graft was used to fill the re- 
sulting gap. 
_The procedure was used in patients with congenital 
dislocation in whom other therapy had failed, and in 
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patients with poliomyelitis with chronic dislocation. 
The results were evaluated by orthopedists other than 
the author. Hip stability was maintained in every 
case, pain was negligible, and in every instance the 
range of motion was good. A slight limp was found in 
3 patients. Some shortening of the affected limb was 
found in practically every patient. Roentgenograms 
showed that in all the patients the femoral head was 
in the socket. —Bernard C. Gerber, M.D. 


FRACTURES AND DISLOCATIONS 


Slipped Capital Femoral Epiphysis. Lestrz C. Meyer, 
RANK H. STE.inG, and FREDERICK Wiese. South. M. 
J., 1957, 50: 453. 


THE RESULTS of treatment of 54 cases of slipped epiph- 
ysis in the upper part of the femur in 45 patients were 
studied. Nonweight-bearing, manipulation with and 
without internal fixation, and traction have not been 
successful. Early cases with slight slipping have re- 
sponded well to nailing in situ or separation through 
the epiphysial line with reduction and internal fixa- 
tion. Cuneiform osteotomy is believed to be the best 
procedure for the more severe cases, although in this 
study 7 patients had good results, while 7 had poor 
results. Such poor results may be attributed to pre- 
operative degenerative changes and to technical dif- 
ficulties. Preliminary traction to correct capsular con- 
tracture, broad exposure, minimal surgical trauma, 
liberal wedge resection, and fixation with multiple 
screws or pins are the technical factors which should 
favor a good result. —Charles T. Ryder, M.D. 


True Fractures of the Femoral Condyles (Le fratture 
condiloidee femorali pure). Niccoto’ Pancino and 
Carto BERNABAI. Ortop. traumat. app. motore, 1957, 
25: 193. 


SEVEN INSTANCES of isolated fracture of the internal 
and external femoral condyles are reported from the 
Orthopedic Clinic of the University of Rome. Chiefly 
the present day methods of treatment employed at 
this clinic are discussed. On the whole, the treatment 
has not been standardized; it varies from case to case, 
in accordance with the conditions encountered. Each 
case is described in the original text with roent- 
genographic reproductions. 

The first patient, a 42 year old male, fell, landed on 
his feet with the right knee flexed, and thus suffered a 
basiocondylar fracture of the lateral right condyle, 
that is, the summit of the posterior bulge of the con- 
dyle was split off along a vertical fracture line (de- 
calottement). This was treated simply by traction on 
a Braun splint, in a position of hyperextension of the 
knee joint. Shortly afterward, plaster cast immobiliza- 
tion in a moderate degree of extension was sub- 
stituted. The result was perfect. 

The second patient, a 30 year old male, suffered a 
fracture of the lateral condyle resulting from a fall on 
the knee cap. This lesion was treated by the ap- 
plication of traction (pertibial, transskeletal Kirsch- 
ner wire) with consolidation in a corrected position 
of the fragment. 

The third patient was a 24 year old male who had 
suffered a fracture of the right external condyle in an 
automobile accident. The fragment was fixed in place 
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at open operation by means of two U-shaped nails 
(staples). Consolidation was perfect after 5 months. 

The fifth patient was a 39 year old male who suf- 
fered a polyfragmentary fracture of the right medial 
condyle in a motorcycle accident (direct trauma). 
The joint was opened surgically and the fragments 
were brought into position temporarily by means of a 
Kirschner wire which, after a rather complicated 
reconstitution of the original form of the condyle by 
means of wire encirclement and stapling, was with- 
drawn. After a month’s use of a pelvipodalic plaster 
cast and an additional few weeks of partial immobili- 
zation in an orthopedic appliance protecting the 
joint from weight bearing but permitting some move- 
ment to the articulation, consolidation was com- 
pleted. Three years after the accident the patient was 
able to lead a normal life. The staples and wiring had 
not been removed. 

The sixth patient was a 50 year old male who had 
suffered a fracture of the right external condyle with 
two long, oblique fracture lines—nearly parallel in 
direction—one of which seemed to involve also the 
internal condyle. The exact nature of the trauma 
could not be ascertained. There was no displacement 
of the fragments. Treatment was open operation with 
simple wire encirclement of the femur at the level of 
the upper extremity of the condylar fragment. There 
was some secondary displacement of the fragment 
and some exuberant callus formation along the femoral 
diaphysis. 

The seventh patient was a 17 year old male who 
had suffered a mixed epiphysial detachment, lateral 
condylar fracture, and concomitant dislocation lat- 
eral to the patella of the right knee joint. The position 
of the single fragment formed by the epiphysis and 
condyle was replaced and fixed by means of wiring. 
Forty days later the joint was mobilized partially by 
means of an orthopedic appliance, with complete 
freedom of the joint after 2 additional months. Heal- 
ing was perfect. 

This series of condylar fractures affords some idea 
of the influence of modern travel on the incidence of 
this type of fracture, which was formerly considered 
to be so rare. —John W. Brennan, M.D. 


Stabile Reduction of Subtrochanteric Fractures of the 
Femur (Stabile Osteosynthese bei der subtrochanteren 
Femurfraktur). H. Junce. Chirurg, 1957, 28: 120. 


THE OPERATIVE REDUCTION and immobilization of 
subtrochanteric fractures of the femur presents some 
special problems which are not present in pertro- 
chanteric fractures. One should differentiate between 
transverse fractures and spiral, or the torsion type of, 
fractures. Fractures are considered to be subtrochan- 
teric when the entire greater trochanter is intact, 
whether the fracture line passes through the lesser 
trochanter or not. The distal limit of a subtrochan- 
teric fracture is about at the junction of the proximal 
and middle thirds of the femur. The subtrochanteric 
fracture can be distinguished from other femoral 
fractures by the typical displacement of the fragments 
and the shape of the medullary canal in this part of 
the femur. 

The short proximal fragment is drawn into marked 
abduction by the gluteal muscles while the distal 


576 International Abstracts of Surgery - December 1957 


fragment is displaced medially by the adductors. In 
addition, the proximal fragment is flexed, at times as 
much as 90 degrees, by the iliopsoas muscle. The re- 
sulting deformity is one of varus and anteflexion of the 
proximal fragment. Because of the difficulty in man- 
aging such a deformity by traction, 35 of 40 subtro- 
chanteric fractures seen in the last 10 years have been 
operated upon. 

In long spiral fractures the break may be encircled 
with wires. This was done three times. Lane plates 
and flanged nails have not been used. The principle 
method employed has been intramedullary nailing. 
The medullary canal of the proximal femur widens 
while the cortex becomes thinner. In order to assure 
stabile nailing a conical nail was used. In cross-section 
this nail was elliptical in order to conform to the shape 
of the medullary canal of the proximal femur. Closed 
or blind nailing of these fractures has been found to be 
fraught with so many difficulties and errors that it is 
no longer used. Failure to correct rotational deform- 
ities is particularly likely in closed nailing. 

Pathologic fractures in the subtrochanteric region 
present some special problems. Eight of the 35 
fractures operated upon in this series were pathologic. 
In the event that the disease of the upper femur is so 
extensive that the conical nail will not assure a stable 
reduction, a Y-shaped nail is used. The Y-nail 
originally used was designed by Kuntscher. It con- 
sisted of a nail driven into the fernoral neck through a 
slot in an ordinary intramedullary nail. This method 
was found to be associated with many technical diffi- 
culties and high mortality. It has been found to be 
easier to pass the medullary nail through a slot in the 
femoral neck nail. One can see and palpate the slot in 
the femoral neck nail before the fracture is reduced. 
This allows accurate passage of the medullary nail 
through the slot in the femoral neck nail. In the origi- 
nal method with the femoral neck nail passing through 
the medullary nail, one could only guess at the 
position of the slot in the medullary nail. The use of 
the Y-nail is reserved for very special cases. It is not 
indicated in the ordinary subtrochanteric fracture. — 

Wound infections were not encountered in this 
series. There were 4 deaths, 3 from pulmonary emboli 
in patients 56, 65, and 69 years old. One death was 
due to circulatory failure in a patient with a luetic 
aortic aneurysm. —Robert D. Larsen, M.D. 


Management of Fractures Through Femoral Metas- 
tases. ANrony F. Wa.tace. Lancet, Lond., 1957, 1: 
907. 


THE AUTHOR discusses the cases of 22 patients with 
fractures of the femur due to metastases of carcinoma. 
Seventeen of the metastases were due to a primary 
tumor of the breast and 4 to a tumor of the thyroid 
gland. 

The metastases from carcinoma of the breast were 
divided into 2 groups, the first being singular solitary 
metastases in the femur with fracture, and the second 
being metastases in the femur with fracture of this 
bone and multiple metastases elsewhere. 

It is shown in this study that if the metastases are 
solitary, with proper treatment the fracture may heal 
in about 4 months and the patient may live for 2.5 
years. 
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If the metastases are multiple, the chances are that 
the femoral fracture will not unite and the patient will 
probably die in 6 months. 

Two tables are given, one with 10 cases of multiple 
metastases, and the second with cases of single 
metastasis. 

The age distribution in the two groups are similar 
as well as the histological type of carcinoma. 

Internal splinting of the femur with single metas- 
tasis is of definite value. Radiotherapy and sex hor- 
mones were used therapeutically. 

—Richard 7. Bennett, M.D. 


ORTHOPEDICS IN GENERAL 


Electrophoretic Studies Conducted on Some of the 
Osteopathies (Indagini elettroforetiche in alcune os- 
teopatie). VINCENZO PIETROGRANDE and Uco De. 
Torto. Ortop. traumat. app. motore, 1957, 25: 3. 


TWENTY-ONE PATIENTS with various types of skeletal 
affections were examined with reference to the elec- 
trophoretic behavior of the blood proteins by means of 
the filter paper-strip technique. The patients were 
divided into 4 groups in accordance with the type of 
protein molecule migration movements. 

The first group consisted of 4 patients with pseud- 
arthroses, 2 of the tibia, 1 of both bones of the fore- 
arm and 1 of the femur. They presented old, chronic 
lesions, without acute symptoms and with no effect on 
the general metabolism at the time of observation. 
The electrophoretic tracings did not present any ob- 
vious anomalies; the albumin fraction nearest the 
migration source was the greatest in quantity, and the 
subsequent alpha, beta, and gamma fractions showed 
decreasing amounts. 

The second group of 8 patients consisted of 1 case 
each of Ewing’s tumor, lymphangioma, angioma of 
the pelvis, osseous metastases of the vertebrae with 
latent primary tumor, osseous metastases of the 
vertebrae from mammary cancer, osteodystrophia 
fibrosa, and 2 cases of fibrous dysplasia of the verte- 
brae. In this group the electrophoretic readings 
showed a relatively scarce amount of albumin and a 
relatively high percentage of globulins with preva- 
lence of the a and @ fractions. The lesions of this 
group were considered to be cases of “tumultuous 
development” which, due to their intimate relation- 
ship to the reticuloendothelial system, had resulted in 
a direct increase in the production of globulin. 

The third group of 5 patients consisted of 1 case 
each of the arthrotic type of scoliosis, osteosarcoma, 
peroneal cyst synovioma, and osteoporosis. The 
electrophoretic readings in this group were charac- 
terized by a normal percentage of albumin with in- 
crease of the a-globulin fraction and marked separa- 
tion between the individual fractions (accelerated 
migration). These lesions are regarded as exerting a 
stimulating influence on reticuloendothelial 
system, enhancing the production of globulin sec- 
ondarily. 

The fourth group of 4 patients consisted of 1 case 
each of osteomalacia, osteodystrophia fibrosa, chronic 
arthritis, and skeletal lipoidosis. The electrophoretic 
behavior in this group was characterized by a 
greater than normal percentage of albumin with only 
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small quantities of globulin, but the differentiation 
of each of these fractions was marked. This type of 
behavior is ascribed to the predominantly fibrotic 
character of the lesions and an extremely chronic 
course, not involving either the hemopoietic system 
or the production of plasma. 

The last two groups of lesions present, of a dysplastic 
character with mature elements, evidently tend to- 
ward fibrosis of the cystic or lipoid-storing type. The 
shadows produced by the various fractions were sharply 
marked from one another (mature globulins), while 
the two groups with “tumultuous development” ex- 
hibited poorly differentiated fractions; the individual 
shadows were not so clearly delimited and tended to 
overlap one another (immature globulins). 

This study shows that a close relationship exists 
between the tissues of the osseous skeleton and of the 
other organs of the body, and indicates the need for 
further research in this field. 

— John W. Brennan, M.D. 


The Osteoarticular Lesions of Experimental Brucel- 
losis (Lesioni osteo-articolari da brucellosi sperimen- 
tale). L. Boccta. Ortop. traumat. app. motore, 1957, 
25: 149. 


TWENTY GUINEA PIGS were given abdominal sub- 
cutaneous injections of brucella melitensis. All of 
these animals were in the growing period of life. 
Three days after this injection they were given an- 
other in the subcutaneous tissues just above the right 
knee. The dosages of these injections were so chosen 
as not to produce early demise of the animal. 

Of the 20 guinea pigs so treated, 5 developed mani- 
fest involvement of the joints, beginning on the fifth 
day after the first injection. In these 5 animals the 
reacting right knee joint was studied histologically. 

In order to procure the specimen for histological 
study, the 5 animals were sacrificed at 10 day inter- 
vals. The apparently most severely affected animal 
was sacrificed 10 days after the second injection, the 
less severely involved animals being similarly sacri- 
ficed, one at a time, at succeeding intervals of 10 
days, and the last animal being sacrificed after 50 
days. In this manner a series of phases of the lesion, 
beginning with the acute phase and passing on to the 
subacute phases, was made available. 

The findings in this series of lesions began in the 
acutely involved joint as the manifestation of necrotic 
phenomena of massive character, involving the bone 
ends with exclusion of the articular cartilages. In the 
specimens showing the subacute phases the pheno- 
mena were those of marked disturbances of ossifica- 
tion, with congestion, effusions of blood, and de- 
struction and disorganization of the osseous trabec- 
ulae. 

Later there was involvement of the epiphyseal 
and articular cartilages, leading actually to exfolia- 
tion of the latter with exposure of the bone ends. 
Finally, the healing process tended toward a connec- 
tive tissue of cicatricial character. This would, the 
author believes, eventuate in a healing by synostosis 
with ankylosis of the joint involved; however, this 
was not observed in the experiment, probably be- 
cause of the insufficient lapse of time, as these experi- 
ments ended after the fiftieth day. 
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All of the changes observed in this series of experi- 
ments, both in the joints themselves and in the other 
organs of the animals were always of an exudative, 
profusely proliferative character with marked in- 
volvement of the blood vessels (congestion, bleeding, 
thrombosis) and, on the whole, gave the impression of 
being of an allergic nature. 

— John W. Brennan, M.D. 


Granulomatous Arthr ovitis in Experimental In- 
fections with Brucella Melitensis (Artrosinovite 
granulomatosa nell’infezione brucellare sperimentale). 
L. Boccta. Ortop. traumat. app. motore, 1957, 25: 161. 


FIVE ADULT GUINEA PIGS were used as experimental 
animals in this study. In the first communication, 
young, growing guinea pigs were used, and each 
animal was given a subcutaneous abdominal injec- 
tion of brucella culture in a dosage insufficient to 
cause the early death of the animal. This injection 
was followed, 3 days later, by another injection which 
was designed to take advantage of any allergic mani- 
festations which might develop. This second, activat- 
ing injection was given just above the knee joint, or 
just below the radix of the right leg. This last injection 
was also administered subcutaneously. At successive 
10 day intervals after the second injection one of the 
animals was sacrificed and the knee joint and the 
other organs of the body were examined histologically. 

In the first communication the characteristic le- 
sions involved the bone ends and the epiphysial and 
articular cartilages, while in this study the character- 
istic lesion was encountered in the soft tissues of the 
joint (capsule and synovial tissues). 
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With reference to the articular tissues, the early 
lesions consisted of diffuse infiltrations, later assuming 
the form of small nests and nodules made up chiefly 
of epithelial and giant cells which were quite similar, 
indeed, to the classical tubercle of the Koch bacillus, 
This resemblance is, of course, of clinical, particularly 
of diagnostic, importance. However, the author thinks 
that the distinction between the brucelloma and the 
tubercle can be arrived at morphologically—this 
study being concerned primarily with histologic mor- 
phology. 

In the brucelloma, or brucellary granuloma, the 
limits of the lesion are less distinct than those of 
the tuberculoma and the surrounding zone of lym- 
phocytic infiltration is, as a rule, meager or entirely 
absent. In addition, the nodule blends insensibly into 
the surrounding tissues, which on their part present a 
more diffuse cellular infiltration. 

The author agrees with the workers who state that 
caseation does not develop in the later phases of the le- 
sion of brucellosis in so far as he finds that the hemor- 
rhagic foci and consequent necrotic manifestations in 
no wise resemble the classical caseation of the tu- 
berculous lesion. The brucelloma later tends to un- 
dergo a spontaneous cicatrization and eventuates in 
sclerotic changes, that is, it tends to progress to spon- 
taneous healing. 

The author believes that the early, fulminant phe- 
nomena of infiltration and edema are of infectious- 
toxic nature, resulting from the original infestation, 
while the proliferative, granulomatous lesions are the 
result of allergic reaction, resulting from the second, 
or activating, injection. —John W. Brennan, M.D. 
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BLOOD VESSELS 


Oxygen Therapy in Peripheral Vascular Disorders 

Sauerstoffbehandlung bei peripheren Durchblu- 
tungsstoerungen). J. MENG and W. Rresen. Schweiz. 
med, Wschr., 1957, 87: 525. 


In THE VascuLAR C.inIc of the Kantonsspitals 
Winterthur in Switzerland, intra-arterial and sub- 
cutaneous oxygen insufflation was carried out more 
than 600 times in 37 patients during a period of one 
year. The efficacy of such therapy was evaluated by 
setting up criteria of improvement varying from + to 
+++. Twenty-seven per cent of the patients derived 
no benefit from this method of treatment. Thirty 
per cent had + improvement, 32.3 per cent had ++, 
and 10.8 per cent had +-+-+ improvement. 

These results were, in general, comparable to those 
of Lemaire, Judmaier, and Mdller. About 75 per cent 
of the patients treated with oxygen were afforded 
some relief from their symptoms. Some workers in 
this field have thought that this technique is the most 
efficacious of the available conservative measures. It 
is thought that the basis of the beneficial effects of 
intra-arterial insufflation of oxygen is a reactive 
hyperemia of long duration which produces an in- 
creased circulation through the muscles and skin. A 
biochemical reaction is also thought to produce some 
of the relief from the symptoms that were observed. 

The authors believe that intra-aortic insufflation 
is contraindicated and quote Fey’s experience with a 
patient who expired following this procedure. Oc- 
clusion of the femoral artery responds well to intra- 
arterial oxygen insufflation, especially when the 
popliteal artery is patent along part of its course. In 
the type of vascular disease characterized by occlusion 
of the distal vessels, a combination of sympathectomy 
or vasodilators and oxygen is of value. 

Patients with varicose ulcers may derive some 
benefit from subcutaneous insufflation of oxygen. 
Amounts from 80 to 100 c.c. are used, but more may 
be required. 

The use of oxygen therapy by means of intra- 
vascular and subcutaneous insufflation is certainly 
not without its dangers. Serious complications such 
as incomplete transverse myelitis have been reported. 
Repeated intra-arterial injections may lead to throm- 
bosis. —j. C. Rosenberg, M.D. 


Pulseless Disease; Takayasu’s Disease. H. B. Ostier. 
Am. F. Ophth., 1957, 43: 583. 


ALTHOUGH the first case report of pulseless disease 
by Takayasu appeared in 1908, only 100 cases have 
appeared in the world literature. Most of these are 
reported in Japanese journals and only 3 have been 
found in the American literature pertaining to oph- 
thalmology. 

The three cardinal signs are absence of palpable 
arterial pulsations in the upper extremities, carotid 
arteries, and superficial temporal arteries; arterio- 
venous anastomoses surrounding the optic nerve on 
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ophthalmoscopy; and a hypersensitive carotid sinus 
reflex frequently resulting in attacks of syncope and 
vertigo. Two additional late signs are cataracts and 
the absence of detectable bood pressure in the upper 
extremities. The nuclear cataract is the more common 
variety, although the complicated type does occur. 
A few microaneurysms may be seen in the periphery 
of the retina and later beadlike swellings are noted 
along the course of the veins. As a consequence of 
diminishing blood flow through the carotid arteries 
there may be hemiplegia, loss of memory, aphasia, 
and delirium. Symptoms consist of gradual or sudden 
loss of vision which may be permanent or transitory, 
flashes of light, field defects, and occasional attacks 
of pain in the eye and orbit. Seizures and headache 
have been noted, as has intermittent claudication, 
coldness, and paresthesias of the upper extremities. 
The disease is more frequently seen in young women 
during or after puberty. Gradual occlusion of the 
aortic arch, innominate artery, left common carotid 
artery, and left subclavian artery occurs and results 
in the signs and symptoms described. 

There appear to be two definite types of the disease. 
One is associated with findings compatible with 
syphilitic aortitis at autopsy, and the other may arise 
as a result of thrombosis of the subclavian and carotid 
arteries following an arteritis which was thought by 
some to be tuberculous in origin, and of a nonspecific 
inflammatory nature by others. Buerger’s disease, 
allergic vasculitis, panarteritis of unknown etiology, 
and collagen diseases have all been implicated. It 
must be distinguished from temporal arteritis, 
Buerger’s disease, and periarteritis nodosa. 

Corticoids and ACTH have been utilized without 
much effect. Antiluetic therapy has been helpful in 
cases which were found to have a positive serology; 
thrombectomy through the external carotid artery, 
denervation of the carotid sinus, and removal of the 
carotid body have all been utilized. A vein graft in 
the region of the thrombosis of the carotid artery, and 
cervical sympathectomy have also been attempted. 

The prognosis as to survival or retention of visual 
acuity is poor. The end result is often that of light 
perception or complete blindness. The course of dis- 
ease is said to vary from 1.5 to 14 years with death 
resulting from chronic debility, cerebral ischemia, or 
possibly myocardial disease. This article includes a 
single case report. —Allan D. Callow, M.D. 


Megadolichoarteritis. Autonomic Syndrome? (Mega- 
dolico-arteria. Sindrome autonoma?). P. G. CEVESE 
and R. De Marcu. Chir. pat. sper., 1956, 4: 1441. 


THE AUTHORS review the clinical picture of abnormal 
dilatation and elongation of the arteries not on an 
aneurysmal basis. Such findings have been frequently 
associated with local pain, swelling, and inflammatory 
changes. The greatest numbers of reports of this 
syndrome have been found in the French literature. 

The authors report 3 cases which resemble this 
so-called syndrome, 2 with involvement of the iliac 
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artery and 1 case in which the brachial artery was 
involved. 

After having critically reviewed their cases, the 
authors suggest that the so-called megadolichoarteritis 
is not a true syndrome. They are of the opinion that 
most of the cases recorded, as well as the 2 of their 
own, are due to organic disease such as atherosclerosis, 
while others may be the result of congenital mal- 
formation with complicating features. 

—George L. Nardi, M.D. 


Carotid Artery Surgery in the Treatment of Tumors 
of the Neck. Joun J. Coniey. Arch. Otolar., Chic., 
1957, 65: 437. 


THE INDICATIONS for vascular surgery in the neck are 
rare, yet the urgency with which the technique may 
be required can involve the patient’s life. The prob- 
lem of surgery of the carotid artery embraces the situa- 
tions requiring lization or excision of the common and 
internal carotid arteries and the effect on the brain. 
The clinical indications are: cancer that invades the 
carotid arteries; large carotid body tumors that have 
completely enmeshed the carotid arteries; rupture of, 
or threatened rupture of, the common or internal 
carotid arteries (postradiation and radical surgery); 
and trauma, arteriovenous aneurysm, and congenital 
abnormalities. 

Invasion of the carotid arteries by metastatic cancer 
in the neck usually means the substitution of a free 
vascular graft, as does the resection of a large carotid 
body tumor. Small carotid tumors can be excised 
without interference to the main carotid vascular 
channel; if an inadvertent tear should occur, or if a 
small section of the artery is resected, direct immedi- 
ate repair of the vessel should be carried out. Pre- 
operative planning should be directed to the preven- 
tion of carotid artery complications by the mobiliza- 
tion and tuilization of neck or chest flaps that will pro- 
tect and nourish the carotid arteries; free skin grafting 
cannot be used over free vascular grafts. Ligation of 
the common and internal carotid arteries should be 
reserved for the cases in which resuturing and grafting 
are impossible. Free vascular grafting is applied in the 
treatment of tumors of the neck that have involved 
the carotid arteries, when a partial resection of the 
artery would be inadequate, and when ligation alone 
might prove fatal. 

Ipsilateral anastomosis of the internal carotid to the 
external carotid artery is reserved for circumstances 
in which direct resuturing or free vascular grafting are 
impossible or unwarranted because of the condition of 
the local wound, and for instances in which the intra- 
arterial pressure changes indicate that a failure to 
anastomose might be fatal. 

The operative technique consisted of the basic 
principles used in vascular surgery. The carotid 
arteries were repaired or grafted upon 31 occasions in 
the author’s experience. There were 17 free vascular 
grafts, all autogenous veins, and occasionally the 
saphenous but principally the superficial femoral vein 
was used. Ten patients survived the operation, 2 died 
within 6 months of heart disease and generalized can- 
cer, and 5 died within 2 weeks as a result of the graft- 
ing operation. From these figures one might conclude 
that free vessel grafting was an extremely hazardous 
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operation, but many of the problems proved to be 
beyond salvage by any known techniques. 

Surgery of the carotid artery has its best opportuni- 
ty for success when the graft is implanted in a nourish- 
ing tissue bed and covered with a healthy tissue flap. 
Six ipsilateral anastomoses were carried out on the 
internal and external carotid arteries. All these pa- 
tients survived the operation, but 4 died subsequently 
of cancer. Primary repair of the carotid arteries has 
proved to be a very helpful adjunct in surgery of the 
carotid artery. It was carried out 7 times and 6 pa- 
tients survived the operation. 

—Albert M. Schwartz, M.D. 


Choice of Therapy for Peripheral Arteriosclerosis, 
Epwarp A, Epwarops. WV. England 7. M., 1957, 256: 
8 


As SURGICAL METHODs become available in the man- 
agement of peripheral arteriosclerosis, the proper 
choice of treatment becomes important. Arterio- 
sclerosis may be quite localized or segmental, and this 
is most often demonstrated in the aortic bifurcation or 
the lower part of the superficial femoral artery. When 
arteriosclerosis is localized to a short segment of a 
limb artery, the process tends to progress slowly and is 
associated with a good prognosis not only for the limb 
but also for the patient. The contrary is true in the 
face of diffuse disease. Segmental occlusion is likely 
when the presenting problem is mainly claudication, 
associated with little acral ischemia; it is not apt to 
give rise to gangrene regardless of the level involved. 

The location of claudication pain aids in determin- 
ing the proximal level of arterial occlusion. Pain 
limited to the foot usually indicates obstruction of the 
plantar or tibial artery; pain in the calf of the leg is 
hardly pathognomonic, and it may be due to obstruc- 
tion at any level from the tibial arteries upward. Pain 
in the thigh adductors with or without involvement of 
the quadriceps muscles indicates obstruction in the 
deep femoral artery; one-sided pain of the buttock or 
hip is characteristic of occlusion of the hypogastric 
artery; when the pain is bilateral, it is caused by 
obstruction of both hypogastric arteries or of the 
aortic bifurcation. Narrowing of the aorta or of the 
iliac or femoral arteries often gives rise to a loud sys- 
tolic murmur, with maximal intensity directly over 
the area of greatest narrowing heard on auscultation. 

Arteriography is the most accurate method avail- 
able for the delineation of the arteries. Femoral arte- 
riography, with the use of a 30 per cent solution of 
diodrast or urokon, is devoid of danger except for the 
exceedingly rare cases of sensitivity to the medium or 
thrombosis at the site of injection. Lumbar aortog- 
raphy, with a 70 per cent concentration of the me- 
dium, is by no means as innocuous; necrosis of the 
kidney, rectum, or another viscus, or paraplegia has 
occasionally occurred. Because of these dangers, 
arteriography should not be performed unless it is 
essential as a preliminary to arterial reconstruction. 

Serious doubt has recently been cast on the policy 
of watchful waiting regarding an arteriosclerotic 
aneurysm of the popliteal artery and the infrarenal 
segment of the aorta. The majority of popliteal 
aneurysms rupture or thrombose within 5 years from 
the time of their recognition. Aneurysm of the ab- 


don 
of tl 
rece 
witl 
wit] 
= 
tre 
not 
ton 
flov 
the 
dis: 
in 
ind 

ent 
is 
pa 
art 
ex 
en 
ex 
m 

of 
pl 
€a 
ca 
sit 

su 
st 

cl 
p 
dl 
ti 

n 


dominal aorta has a similar life history, the majority 
of them rupturing within months ‘r years after their 
fi 


recognition. Pain in the vicinity offaneurysms almost 
always indicates a beginning rupture, and patients 
with this symptom usually die rapidly, the majority 
within 6 months. 

The aims of medical management of the patient 
with arteriosclerosis are: to find and treat concurrent 
disease, to prevent injury to the ischemic parts, and to 
treat thrombosis by anticoagulants. Vasodilators are 
not effective in arteriosclerosis; lumbar sympathec- 
tomy is the most effective way to increase collateral 
flow to an extremity. The operation offers great aid in 
the healing of superficial necrosis, especially in the 
distal parts of the limb, and claudication is improved 
in 75 per cent of the cases. The operation appears 
indicated in the following circumstances: young pa- 
tients, whether the problem is claudication or threat- 
ened necrosis; old patients, if their circulatory status 
is deteriorating rapidly and provided the ischemia 
appears reversible; patients who have lost one limb; 
patients with cutaneous necrosis; and patients with 
arterial thrombosis. The results are considered good 
enough to encourage the continued use of sympathec- 
tomy for diabetic as well as nondiabetic patients. 
Sympathectomy is contraindicated if deep necrosis 
extends to bone proximal to the toes, or in the pres- 
ence of very large cutaneous lesions, deep infection, 
extensive agglutinative thrombosis, or rigor of the 
muscles. The operation cannot be counted on to in- 
fluence the outcome of an amputation. Reconstitution 
of the major artery by endarterectomy or graft re- 
placement represents a direct attack upon the dis- 
eased vessel; disabling claudication is a frequent indi- 
cation for such a procedure. The necessary prerequi- 
site to arterial reconstruction is the demonstration of a 
localized lesion in a large artery; efforts have not been 
successful distal to the popliteal artery. Multiple ob- 
structions contraindicate the operation unless a new 
channel can be planned so that inflow is near normal 
proximally and outflow is near normal distally. Late 
closure of grafts within months or years is extremely 
frequent, especially in the femoral area. In the face of 
these limitations, aneurysm is the only certain indica- 
tion for graft replacement. Extensive necrosis, or 
necrosis involving bone, generally results in amputa- 
tion. A transmetatarsal amputation is often more suc- 
cessful than the amputation of a toe. When the limb 
must be removed at a level higher than the foot, the 
saving of the knee joint is a major consideration. 

— Albert M. Schwartz, M.D. 


Operative Therapy and Postoperative Results in Pa- 
tients with Varicose Veins (Operative Therapie und 
Nachuntersuchungsergebnisse bei Varizentraegern). 
H. Witp. Alin. Med., Wien., 1957, 12: 1. 


THE AUTHOR discusses his results in 405 patients with 
varicose veins who were treated on the first surgical 
clinical service at the University of Vienna between 
the years 1939 and 1950. Hospital admission occurred 
a few days prior to surgery and treatment consisted of 
complete bed rest, oscillometry, vasodilating drugs, 
and occasionally sympathectomy and _ short-wave 
therapy. Recently, phlebography has been added to 
the preoperative measures in order to obtain additional 
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information concerning the condition of the deeper 
veins of the lower extremities. 

Three different operative procedures have been 
utilized. In one, the greater saphenous vein is ligated 
and subsequent injection of a high concentration of 
glucose solution is done for sclerosis of the vein. A 
second procedure includes the removal of large 
isolated groups or strands of veins by separate or long 
oblique incisions. A third method utilized by the 
author is a combined obliteration of the vein with 
sclerosing solution and extraction of the vein. In this 
procedure high ligation is a part of the procedure. 

Postoperative examination was done in all of the 
cases from 5 to 16 years after operation. Good results 
were those characterized by absence of symptoms 
or varicosities within 5 years. Moderate results in- 
cluded those which showed fewer symptoms, but 
new small varicosities free of inflammatory changes. 
Only temporary improvement was classified as a 
bad or poor result. 

The results of only 140 of 236 patients treated by 
the first method could be classified and of these 32 
per cent were good, 35 per cent were moderate, and 
33 per cent were poor. All of the results in 33 patients 
treated by the second method were classified and 
60 per cent of these were good, 25 per cent were 
moderate, and 15 per cent were poor. The results 
following the third procedure, or the combined 
method, could be classified in 54 of 112 patients; 65 
per cent were good, 25 per cent were moderate, and 
the remainder (10 per cent) were poor. 

Postoperative care included hospitalization for 
from 4 to 6 days. Antibiotics were given only when a 
definite need arose. Compression dressings were used 
on all of the patients to prevent postoperative edema 
and enlargement of the remaining veins. Bed rest 
was the rule for the first 2 to 4 days, which was followed 
by short walks in the patient’s room until time for 
discharge. Only 5 per cent of the patients had post- 
operative complications, including wound infections, 
lymphatic inflammation, and phlebitis. The latter 
complication was treated with either novocain or 
panthesin intravenously, or occasionally with ceparin. 

—W. Harrison Mehn, M.D. 


Treatment of Gangrene of the Feet and Legs by 
Wituram T, Forey. Circulation, 1957, 15: 
689. 


Beprest has long been an accepted adjunct in the 
treatment of gangrene due to occlusive arterial dis- 
ease of the lower extremities. However, it is known 
that walking tends to increase circulation in the legs. 
Therefore, walking was added to the medical regimen 
in the management of 22 such cases. 

In each instance, the local care consisted of the ap- 
plication of antibiotic ointment to the lesions, lanolin 
to the skin, and a wrapping of cotton wool to the foot 
and leg, followed by a loose bandage and a white 
sock. For walking, a shoe or slipper was worn with 
weight-bearing on the heel if the toes alone were in- 
volved, and on the entire foot if the heel also was in- 
volved. Walking efforts were repeated hourly, grad- 
ually increasing each walk as tolerated. Most patients 
were eventually able to walk a mile each day, at a 
pace below that causing claudication. 
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Other routine measures were abstinence from to- 
bacco, positional changes to enhance flow by gravity, 
stimulation of reflex vasodilatation by the application 
of a heating pad to the lower abdomen for one half 
to one hour after each meal, and avoidance of the 
local application of heat. In specific instances, sub- 
lingual nitroglycerin, artificial induction of fever with 
intravenous typhoid vaccine, and anticoagulants were 


ed. 

Of the 22 patients treated with the above medical 
regimen plus progressive increase in walking, 21 ex- 
perienced healing. The one failure occurred in a pa- 
tient who did not walk as instructed when she went 
home from the hospital; amputation was eventually 
necessary. Arteriosclerosis, with or without hyperten- 
sion or diabetes, was the underlying cause in 16 cases, 
thromboangiitis obliterans in 5 and, embolus in 1 
patient. 

Ambulation appears to hasten healing and the re- 
covery of these patients, simplifies nursing care as it 
enables them to walk to the bathroom, and permits 
them to go home sooner. —Stanley W. Tuell, M.D. 


Clinical Evaluation of 3 Anticoagulants in Thrombo- 
embolic Disease. J. McE. Nettson and A. W. Mo - 
uison. Brit. M. F., 1957, 1: 1214. 


To DETERMINE the best agent for inducing a thera- 
peutic degree of prolongation of the prothrombin 
time, the authors used three agents: ethyl biscoumace- 
tate in 125 patients, phenindione in 179 patients, and 
cyclocoumarol in 57. The dosage was based on the 
patient’s age and weight, and any evidence of cardiac 
failure, renal, or hepatic disease. Patients with a his- 
tory of recent dyspepsia, known peptic ulcer, or any 
source of bleeding were excluded. The amount of 
drug administered was regulated by the daily pro- 
thrombin determination, and the level was thought 
to be adequate if the prothrombin time lay between 
two and three times the control. 

There were a number of deaths in the series, but 
only 1 in the group receiving cyclocoumaral was pre- 
ceded by a hemorrhagic state and was considered 
related to the anticoagulant therapy. The only side 
effects noted were again in the cyclocoumarol group 
and consisted of microscopic hematuria in 7 per cent. 
All the patients responded to vitamin K, when it was 
given, although 4 on cyclocoumarol exhibited the so- 
called “‘rebound phenomenon”’ necessitating further 
doses of vitamin K,. All three drugs caused resistance 
and sensitivity phenomena. 

The writers conclude that phenindione is the most 
satisfactory drug of the three tested because of its 
safety, the rapidity of effecting therapeutic levels, and 
the smaller fluctuations of the prothrombin time. The 
response to vitamin K, was the same with each, but 
cyclocoumarol had rebound phenomenon and it also 
caused the greatest incidence of hemorrhage. 

—Albert M. Schwartz, M.D. 


A Clinicopathologic Study of Multiple Congenital 
Arteriovenous Fistulae of the Lower Extremities. 
R. L. Lawron, R. T. and E. S. BRInTNALL. 
Angiology, 1957, 8: 161. 

WHEN CONFRONTED with arteriovenous fistulization 

of an extremity, the physician must determine 
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whether there is a single fistula, several discrete fistu- 
las, or diffuse fistulization. This may be determined 
by the intra-arterial injection of contrast media and, 
if uncertainty still exists, by direct exploration of the 
main arterial channels, 

The studies of 3 adult male patients with unilateral 
changes in the lower extremity due to diffuse arterio- 
venous fistulization at the capillary level demon- 
strated the paradox of an increased blood flow in the 
extremity with impaired tissue nutrition. The diffuse- 
ness of the fistulas was demonstrated by plastic injec- 
tions and corrosion technique and by histologic study 
of the two amputated legs. Many of the multiple 
arteriovenous shunts measured 0.05 to 0.5 mm. in 
diameter. Amputation was performed because of 
progressive ischemia, cardiac overload, and because 
arterial and venous ligations afforded no relief. Ampu- 
tation relieved the intractable pain and reduced the 
cardiac output. 

Nonoperative and operative treatment other than 
amputation are ineffective in diffuse arteriovenous 
fistulas. Conservative measures such as rest and com- 
pression bandages are also ineffective. ““Once (cardiac) 
failure has supervened, amputation of the extremity 
becomes mandatory.” It is the diffuse microscopic 
size of the fistulas which accounts for the failure of 
operative treatment (that usually attempts to decrease 
the blood flow through the fistulas). 

Robert A. Nabatoff, M.D. 


BLOOD; TRANSFUSION 


A Study of the Relation of the ABO Blood Groups to 
Peptic Ulceration and Hypertension. Sipney PELL, 
C. A. D’Atonzo, and ALLAN J. FLeminc. Ann. Int. 
M., 1957, 46: 1024. 


IN VIEW OF THE considerable number of reports con- 
cerning the relationship of the ABO blood groups to 
various diseases, and the possibility of obtaining 
further information of value for a preventive medical 
program, the authors studied the ABO blood groups 
in the DuPont Company employees in an attempt to 
correlate these blood groups with peptic ulcer and 
hypertension. Four company locations with a total 
population of 12,904 employees provided the basic 
data. In this total there were 298 employees with a 
history of peptic ulcer and 508 with hypertension. 
Gastrointestinal x-ray examinations and the histo.y 
were the criteria used to establish the diagnosis of 
peptic ulcer. The blood pressure reading on two suc- 
cessive annual physical examinations provided the 
data for establishing a diagnosis of hypertension. 
Hypertension was diagnosed if both annual readings 
showed the systolic pressure to be 150 or more and the 
diastolic pressure to be 95 or greater. The control 
group in each location was made up of employees who 
had no evidence of the diseases being studied. 

Careful statistical analyses of the data in regard to 
the number of patients with peptic ulcer or hyper- 
tension and the number of controls were studied for 
each of the four locations and for tke total group. 
For statistical reasons the analysis of the data was con- 
fined to the O and A groups. 

The data demonstrated a distinct tendency for an 
excess of group O blood to occur among persons with 
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ptic ulcer. The probability of significance of this 
data fell somewhat short of the usual .05 level of signi- 
ficance. These findings are in agreement with those of 
other investigators. 

Analysis of the data on employees with hyperten- 
sion failed to demonstrate a consistent pattern. There, 
however, was some evidence that a person with A 
blood is more likely to have hypertension than is a 
person with O blood. The authors believe that addi- 
tional data on this latter disease are needed to defi- 
nitely establish such a relationship. 

—E. Thomas Boles, Fr., M.D. 


Iron Turnover in Carcinoma of the Uterine Cervix. 
G. Dat Santo. Acta obst. gyn. scand., 1957, 36: 150. 


THE PLASMA IRON TURNOVER and the relative life span 
of red corpuscles in 23 patients with carcinoma of the 
cervix uteri were studied with the use of radioactive 
Fe® and 

When the data on the plasma Fe half-life was 
plotted against the plasma iron concentration, it was 
found that in 7 cases a low value of the latter was com- 
pensated by an increased plasma iron turnover. This 
compensatory mechanism was not sufficient to pre- 
vent anemia in 6 of these patients. In 5 cases a low 
plasma iron concentration was not compensated by 
an increased fractional iron turnover and all of these 
patients were anemic. In 5 additional cases the 
quantity of plasma iron turnover was higher than in 
normal individuals and none of these patients were 
anemic. This observation suggested a shortened life 
span of the red corpuscles. Thus, patients with com- 
pensatory increased plasma iron turnover and a pre- 
sumably increased erythropoiesis, were not anemic; 
whereas those with insufficient compensation were 
incapable of this reparative response and exhibited 
some degree of anemia. When red corpuscles were 
labeled with Cr®!, the average life span indicated by 
loss of their Cr®! content was markedly shortened: 
16.3 days against 26 days for normal individuals. The 
life span range in all patients with Cr®! labeled red 
cells was between 9 and 24 days. 

Patients in the early stage of cervical carcinoma 
exhibited an almost normal or increased plasma iron 
turnover, whereas patients in the second and third 
stage of cancer had either an increased or a decreased 
iron turnover. 

Fe® incorporated into red corpuscles in the course 
of the first hour following reinjection of labeled plasma 
to the patient amounted to 1.02 per cent. The amount 
of Fe® incorporated into hemoglobin was almost pro- 
portional to the number of reticulocytes present in 
the circulation, suggesting that the observed incorpo- 
ration of Fe® into hemoglobin during this brief in- 
terval took place in the circulating reticulocytes. 

Fe® incorporated into red cells after the lapse of 
25 days was found to vary between 60 and 100 per 
cent (mean value 85 per cent). 

—Earl W. Cauldwell, M.D. 


Transfusion Reactions in the Absence of Demonstrable 
Hucu Fupenserc and Frep H. 
ALLEN. NW. England 7. M., 1957, 256: 1180. 


HEMOLYTIC TRANSFUSION reactions may occur even 
when all methods of cross-matching now available 
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have failed to reveal any evidence of incompatibility. 
Two cases are reported in which severe, and in 1 case 
fatal, hemolytic transfusion reactions developed. In 
these patients specific antibodies appeared in the 
serum after the transfusion, antibodies which had 
been absent in the pretransfusion serum on repeated 
careful checks. Anti-E (“‘anti-rh”), titer 1 to 4, was 
found in the serum of 1 patient, while anti-K was 
detected in the serum of the second patient shortly 
before she died of anuria. Primary immunization 
was assumed to have occurred as the result of a pre- 
vious transfusion or pregnancy. The possibility exists 
that the antibody was actually present in the circu- 
lation but could not be detected by the available 
methods. Or, it may have been that abundant anti- 
body was present in the spleen or other tissues while 
there was no antibody in the circulating blood. In 
the second case the hemolytic reaction did not occur 
until 2 days after the transfusion, presenting the possi- 
bility that there was a very rapid response on the part 
of the patient’s antibody-forming tissues. 

In an effort to study this problem further, red-cell 
survival experiments were conducted on 5 additional 
subjects in whom specific antibodies (2 anti-Jk*, 1 
anti-S, 1 anti-S,, and 1 anti Kp*) had previously 
been demonstrated. However, in 3 of the subjects 
the antibody previously demonstrated could not be 
detected in the blood just prior to the study. Ten 
milliliters of Cr®! tagged red cells, which were other- 
wise compatible but contained the antigen corre- 
sponding to the antibody previously noted, were given 
intravenously to each subject. Blood samples were 
drawn at intervals and red-cell survival curves were 
plotted. It was found that the survival curve for the 
injected red-cells was well below the normal range 
in all 5 subjects and in some the disappearance rate 
was quite rapid. After the study there was a signifi- 
cant antibody titer in 4 of the 5 subjects. In 3 patients 
there was a marked increase in the measurable radio- 
activity in the region of the spleen, whereas there was 
no definite increase over the liver. This would seem 
to indicate that the spleen was filtering out many of 
the incompatible red-cells while the liver was not 
active in this process. The authors conclude that if 
the antibody was entirely tissue-fixed in any of these 
cases it was more apt to be in the spleen. On the basis 
of these studies they could not rule out that there were 
circulating antibodies which could not be detected 
by presently available methods. 

From a practical point of view it cannot be safely 
assumed that a hemolytic transfusion reaction will 
not occur in previously sensitized recipients, even 
though the cross-match and Coombs test fail to show 
incompatibility. The best and most sensitive tests 
available should be used for the cross-matching of 
blood for transfusions, and the biologic cross-match 
tests should be used more often. Careful attention 
should be given to very weak reactions in the cross- 
match tests. When the question of compatibility re- 
mains in doubt it is wise to give a small amount of 
donor blood, no more than 50 ml., and to check the 
recipient’s blood for evidence of hemolysis after 15 
minutes before proceeding with the transfusion. In 
order to prevent sensitization in patients requiring 
multiple transfusions, it is suggested that they be 


camper 


ned 
nd, 
the 
ral 
‘io- 
on- 
the 
se- 2 
dy 
ole | 
in | 
of 
se 
u- 
he | 
an | 
us 
n- 
c) 
ty 
of 
se 
| 
it, 
0 
g 
al 


584 International Abstracts of Surgery - December 1957 


typed as completely as possible, and that only a few 
suitable donors with properly matched blood groups 
be used over and over again. Unnecessary trans- 
fusions should always be avoided. When only single 
units of blood are used, as in some types of elective 
surgery, consideration should be given to using the 
Patient as his own donor. The blood can be drawn 
several days in advance of the operation. 
—George R. Holswade, M.D. 


Studies of the Use of Glyco-Algin as a Solution for 
Transfusion. Tanzo TaKxayama. 7. Internat. Coll. 
Surgeons, 1957, 27: 557. 


JAPANESE SURGEONS are using glyco-algin in increas- 
ing amounts to replace dextrose as a plasma expander 
when blood transfusions cannot be used. No un- 
favorable clinical reports have appeared. Glyco-algin 
is an inexpensive solution of 3 per cent sodium algin- 
ate in 5 per cent dextrose. The final solution is ad- 
justed to a specific viscosity of 2, equivalent to a mo- 
lecular weight of 15,000. Higher molecular weights, 
as with dextran, cause thrombophilia; sodium algin- 
ate also impairs the blood coagulation; glyco-algin 
has no such effect. 

Comparative studies, using glyco-algin, sodium 
alginate, dextran solutions, or saline and dextrose, in 
rabbits and dogs show glyco-algin to be an efficient 
and suitably prolongedly effective plasma expander, 
which causes no serious pulmonary, renal, or hepatic 
vascular or parenchymatous damage. Too rapid in- 
fusion of glyco-algin causes hypotension. However, a 
rate as rapid as 10 drops per minute per kilogram of 
body weight is not harmful. The author states that in 
his clinic at Sapporo, 15 to 20 liters a day are used. 

—Leonard D. Rosenman, M.D. 


MISCELLANEOUS 


The Bleeding Tendency in Chronic Renal Failure. 
B. KunipaAck. Acta med. scand., 1957, 157: 173. 


THIRTY PATIENTS with moderate to severe chronic 
renal insufficiency (i.e., with an endogenous creati- 


nine clearance of less than 40 milliliters per minute) 
were subjected to a battery of tests designed to pro- 
vide a profile of the bleeding and clotting factors in 
each. The study was prompted by the known hemor- 
rhagic diathesis of uremic patients. However, of the 
30 patients in this series only 4 ever manifested clin- 
ical hemorrhage. 

The underlying clinical pathology was chronic 
pyelonephritis in 15, chronic glomerulonephritis in 
12, nephrosclerosis in 2, and hydronephrosis in 1. 
The finding of pronounced cardiac failure with asso- 
ciated enlargement of the liver, which might per se 
disturb the prothrombin level, resulted in the exclu- 
sion of such patients from the study. Likewise, a 
nephrotic syndrome and high-grade dysproteinemia 
was an accepted basis for exclusion. 

The Rumpel-Leede tourniquet test, applied for 5 
minutes at a pressure halfway between systolic and 
diastolic pressure, was markedly positive in 8 pa- 
tients and moderately positive in 12. The blood clot- 
ting time as determined by the “‘watch glass” method 
proved to be normal (between 5 and 10 minutes) in 
all 30 patients. Likewise, the bleeding time as meas- 
ured by Duke’s method was normal (less than 6 min- 
utes) in all 30. 

The platelet count was slightly reduced in 23 pa- 
tients but in none was it found below 90,000. There 
was a moderate decrease in the prothrombin level in 
only 2 instances and even in these instances it exceed- 
ed 65 per cent. A hypocalcemia below 9 mgm. per 
cent was found in 18 patients and correlated some- 
what with the severity of the uremia. 

The authors speculate on the over-all capillary in- 
jury sustained in glomerulonephritis. They note that 
the Rumpel-Leede test was positive in 10 of 12 pa- 
tients with glomerulonephritis and in only 8 of 15 
patients with pyelonephritis. They conclude that the 
hemorrhagic diathesis of uremia is probably best re- 
lated to an increased capillary fragility and that this 
arises in part from the nature of the disease but, also, 
in part from a direct “toxic” (uremic) effect upon the 
capillary wall. — Everett Shocket, M.D. 
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SURGICAL ‘TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


The Expansion of an Area of Skin by Progressive Dis- 
tention of a Subcutaneous Balloon; Use of the 
Method for Securing Skin for Subtotal Reconstruc- 
tion of the Ear. CHartes G. Neumann. Plastic @& 
Reconstr. Surg., 1957, 19: 124. 


Tue NEED for additional skin in reconstructive surgery 
is usually provided by the use of free grafts, pedicled 
flaps, or the advancement of contiguous tissue. Occa- 
sionally no one of these methods is ideally suitable, 
either because of inadequacy of the free graft to serve 
the required need, the lack of good color and texture 
match for pedicled flaps, or the short supply of con- 
tiguous tissue. Under any of these circumstances, it 
would be convenient to make available a new local 
supply of skin and subcutaneous tissue. The authors 


have attempted to accomplish this end by the gradual ~ 


distention of a rubber balloon placed beneath the 
skin 


From the customs of lip stretching of the Chad 
women in French Equatorial Africa and the neck 
stretching customs of the Padaung women of Burma, it 
is evident that gradual tension can lead to an ex- 
pansion of the skin and the subcutaneous tissue. The 
platter-lipped women of Chad achieve the grotesque 
enlargement of their lips by the insertion, into slits, 
of discs of progressively larger size, until an enormous 
increase in the surface area of the lips has been at- 
tained. The Padaung women of Burma increase the 
lengths of their necks by encircling them with an 
increasing number of wire coils. 

The authors decided tosee if such expansion could be 
achieved in regions where it may be needed for 
clinical use. They present a case report dealing with 
the use of a buried, inflatable, rubber balloon. 

A 52 year old white male had sustained a traumatic 
amputation of the upper two-thirds of his right ear 15 
years before repair was undertaken. At the first opera- 
tion a collapsed rubber balloon, 5 inches long and 1 
inch in diameter, was introduced beneath the skin 
of the side of the head in the region of the missing 
portion of the ear. A flexible polyethylene tube, one- 
eighth inch in diameter, was placed into the balloon 
through a subcutaneous tunnel and it emerged through 
a stab wound some distance away. Three weeks were 
allowed for firm healing of the incision through which 
the balloon had been inserted, and then the balloon 
was gradually distended with air. The determination of 
the number of cubic centimeters of air to be intro- 
duced several times a week was based on the appear- 
ance of the skin and subcutaneous tissue overlying 
the balloon. An attempt was made to avoid blanching 
and at the same time to keep the tissues under ten- 
sion. 

Two months after the first operation, measurement 
revealed the skin had expanded approximately 50 
per cent and this was considered sufficient to provide 
the anterior and posterior cover for a cartilaginous 
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graft of appropriate size. The balloon was removed 
and a fresh, autogenous, C-shaped, costal cartilaginous 
graft was introduced. The expanded skin was fashioned 
about the graft as a double-pedicled tube flap. After 
2 months it was apparent that the skin was retaining 
its new shape and the graft was well tolerated, so a 
third minor operative procedure was undertaken em- 
ploying a series of small multiple Z-flaps to blend the 
inferior pedicle of the reconstructed portion of the ear 
with the superior portion of the residual ear. When 
these wounds had healed, electrodesiccation of the 
hair follicles of the skin of the reconstructed ear was 
carried out. The article is accompanied by illustra- 
tions showing all stages of the procedure. 

The gradual expansion of an area of skin by the 
distention of a rubber balloon, as advocated by 
Smith, was used in this patient, but the authors believe 
this use is limited to regions such as the side of the 
head where the skin to be expanded lies over flat 
bone. In other regions it is possible to cause the 
gradual expansion of skin by the attachment of a 
large cup from which the removal of air causes the 
skin to be stretched into the cup. 

Much additional experience is necessary with this 
method before an assessment of its value can be forth- 
coming. Theoretical disadvantages include the possi- 
bility of a subcutaneous infection owing to the buried 
foreign body and the possibility of necrosis of the skin 
if the balloon is distended too rapidly. 

—David E. Hallstrand, M.D. 


Prophylaxis of Thromboembolic Complications in 
Surgery with PH 203 “Panthesin and Hydergin” 
(Zur Prophylaxe der thromboembolischen Kompli- 
kationen in der Chirurgie mit PH 203 “Panthesin und 
Hydergin’’). E. HausAMMANN. Schweiz. med. Wschr., 
1957, 87: 219. 


THROMBOSIS AND EMBOLISM still present a very definite 
danger after operations, especially in older patients. 
According to a number of statistics compiled by the 
author, the incidence varies between 0.7 and 4.0 per 
cent of all patients. About half of the thromboses are 
followed by lung embolisms with fatal outcome in 
from 20 to 50 per cent of the cases. 

Prophylaxis of thromboembolic complications in- 
cludes nonspecific methods such as early exercise, 
brief bed rest, elevation of the legs, drugs to stimulate 
the venous circulation, and anticoagulants of the 
heparin and dicumarol groups. However, sometimes 
a fatal lung embolism is the first evidence of a throm- 
bosis so that anticoagulant therapy comes too late. 
Furthermore, the use of anticoagulants immediately 
after surgery is contraindicated because of the danger 
of hemorrhagic complications and disturbances of 
wound healing. 

To prevent the thromboembolic complications after 
surgery, the author used a combination of panthesin 
and hydergin which is produced commercially under 
the name of “PH 203.” This drug contains 200 mgm. 
of panthesin and 0.3 mgm. of hydergin per 4 c.c. 
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Beginning on the day of operation, the patients re- 
ceived 5 c.c. of the drug twice daily by intramuscular 
injection. In patients receiving intravenous infusions 
the drug was given with the infusion. The injections 
were continued for 6 to 10 days, in fracture cases some- 
times for several weeks. After the patients left their beds 
the injections were discontinued, and hydergin was 
administered orally for a few more days. 

The results were excellent. Of 1,200 patients hos- 
pitalized during the period of one year, 535 were con- 
sidered as possible risks for thrombosis. Three hundred 
and nine of these patients were treated with the new 
drug; their average age was 51.4 years. A control 
group of 226 patients (average age 36.6 years) did not 
receive prophylaxis with PH 203. In 0.97 per cent of 
those treated prophylactically with PH 203 throm- 
bophlebitic complications occurred as compared with 
9.29 per cent of the control group without drug 
prophylaxis. In the 3 cases of thromboembolic com- 
plications under drug prophylaxis the course was 
mild and no fatality occurred, whereas in the 14 cases 
without drug prophylaxis 5 had a fatal outcome. 

— Werner M. Solmitz, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Chlorquinaldol (Sterosan) and Chlorquinaldol-Neo- 
mycin for Preoperative Preparation of the Colon. 
IsiporE Coun, JR. and ALFRED B. Loncacre. Gastro- 
enterolog y, 1957, 32: 855. 


CHLORQUINALDOL, (sterosan,) and chlorquinaldol- 
neomycin were evaluated for antibacterial activity 
in the preoperative preparation of the colon. The 
antibiotic administration was combined with mechan- 
ical cleansing. Patients in a good physical condition 
without known colonic lesions were selected for this 
study. After a control stool was obtained the patients 
were placed on a low-residue diet and were given a 
laxative. Daily enemas completed the routine for 
mechanical preparation of the colon. Stools were 
collected each day during therapy and for 1 or 2 days 
after therapy and were subjected to immediate bac- 
teriologic analysis. 

The drug sensitivity of each organism recovered 
in the stool was evaluated daily. The chlorquinaldol 
dosage was 200 mgm. 4 times a day for 72 hours. Six 
patients were studied on this routine. In the patients 
treated with chlorquinaldol, there was an unsatisfac- 
tory reduction in streptococci, coliform organisms, 
and Bacteroides. The chlorquinaldol-neomycin com- 
bination, which was administered as chlorquinaldol— 
200 mgm. every 6 hours for 72 hours—and neomycin- 
0.5 gm. every hour for 4 hours, then 0.5 gm. every 4 
hours for 72 hours—eliminated coliform organisms 
and Bacteroides from the patients. Streptococci were 
controlled in approximately half of the patients. How- 
ever, on this schedule 3 of the 6 patients had nausea 
and vomiting. Yeast began to appear immediately 
after the institution of therapy, indicating satisfactory 
bacterial control but inadequate antifungal control. 

The authors believe that chlorquinaldol alone is 
an unsatisfactory agent for preoperative preparation 
of the colon and that the chlorquinaldol and neo- 
mycin combination, with a low residue diet and 
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mechanical cleansing of the colon, is a satisfactory 
method for preoperative preparation. 
—Alan Thal, M.D. 


Burns and Visceral Lesions Caused by High Tension 
Currents (Brdlures et lésions viscérales diverses dues 
au courant 4 trés haute tension). INGELRANSs, DeL- 
MOTE, and Pouparp. Lille chir., 1957, 12: 30. 


THE MECHANISM of sudden death in low tension cur- 
rent injuries is cardiac fibrillation. High tension 
currents, on the other hand, produce changes in vari- 
ous organs and the manifestations may be delayed for 
a number of weeks. Anuria, analogous to that in the 
crush syndrome and due to kidney lesions caused by 
liberation of acid myoglobin, was thought by various 
authors to be the predominant cause of death in such 
injuries. 

The case of a 12 year old boy injured by a 45,000 
volt current is described. Artificial respiration was 
applied immediately and the child gained conscious- 
ness. The clothes were entirely burned and two main 
wounds were found, one at the entry of the current on 
the right hand and the other at the exit on the plantar 
area of the right foot. In addition, superficial burns 
involved some 40 per cent of the body surface, half 
being second degree and the other half, third degree. 

After an initial oliguria the urinary output was 
normal after the third day. On the second day after 
the injury, repeated hemoptyses, increasing in inten- 
sity, were observed. An x-ray diagnosis of pulmonary 
infarction was made. 

Progressive infection and necrosis of the wound at 
entry necessitated amputation of the right hand. 
Eight days after this operation amputation of the left 
upper extremity through the forearm was necessary 
because of progressive gangrene. Prior to amputation 
a spontaneous hemorrhage on this side from an artery 
distal to the brachial artery necessitated ligation of 
the latter. Osteonecrosis of the right femoral head was 
an additional x-ray finding. Several months post- 
operatively the child developed difficulties of vision 
in the right eye and a chorioretinitis was diagnosed. 

In this case significant renal lesions were evidently 
absent. The lack of renal complications was explained 
by the adoption of alkalinization therapy, in the form 
of oral administration of sodium bicarbonate. 

The maximum of tissue destruction is classically 
found at the wounds of entry and exit, which corre- 
sponds to the physical laws of Joules. In the areas of 
maximum coagulation the vessels and the nerves were 
destroyed. On the other hand, in some areas of muscu- 
lar destruction intact vessels were found. The charac- 
ter of the burns and the relatively small degree of 
muscular necrosis was explained by the physical fact 
that the electric current made a surface electric arch 
with only part of the current passing through the 
trunk. 

The necrosis of the femoral head and the episodes 
of pulmonary infarction were explained by a vascular 
injury. The clinical course of two successive episodes 
of pulmonary infarction suggested to the authors a 
primary peripheral venous thrombosis from which 
the emboli originated. The progression of the necrosis 
of the right femoral head was quite like that of an 
osteochondritis of the femoral head. Although this 


I 
brar 
{ 
inte 
: 
: 
ae tu 
of 
= 
| 
st 
a. 
| 
j 


process may be explained by obstruction of the arterial 
branches supplying the femoral head, it is emphasized 
that the age of the child corresponded to that in 
which slipped epiphyses ani Legg-Perthes disease 
occur. 

It was suggested that the mechanism of the retinal 
changes was a direct effect of electric current rather 
than of vascular changes.—Karel B. Absolon, M.D. 


Renal Changes in Fatal Burns: a ag ig 
Study of 4 Cases. J. T. Huesron, D. W. Hossacx, 
and L. I. Tarr. Austral. N. Zealand 7. Surg., 1957, 26: 
289. 


OLIGURIA AND ANURIA of the early postburn phase are 
usually attributed to the loss of fluid and electrolytes 
into the burned area, but it is not generally realized 
that there may be actual damage to the renal paren- 
chyma contributing to this oliguric phase. From 4 
patients who succumbed to extensive burns, cores of 
liver and kidney tissue were obtained within 30 
minutes after death by percutaneous aspiration using 
a Franseen needle. In this series of 4 severely burned 
patients early oliguria and anuria occurred in the 
absence of a hypotensive phase. Severe hemoglobi- 
nuria was a constant feature in the early stage. Histo- 
logic examination immediately postmortem showed 
kidney damage mainly in the tubular epithelium, 
patchy in distribution, and associated with disruption 
of the tubular basement membrane in the 2 cases 
with frank tubular necrosis. 

Tubular necrosis was associated with glomerular 
stasis and protein exudate, heavy cast deposition, 
and medullary congestion and edema. When tubular 
regeneration was present, this coincided clinically 
with the onset of diuresis. Only slight liver damage 
was seen. The two factors which contribute to renal 
tubular damage are trauma, which produces a reflex 
renal vasoconstriction, and hemolysis. The histologic 
evidence of tubular damage appears very early after 
the trauma and not as was previously thought after 
2 or 3 days. The pattern is one of multiple infarction 
at different levels of the nephron rather than a diffuse 
cellular necrosis of the whole tubular lining. The 
diuresis seen is due to the earlier recovery of the 
glomeruli and its filtration capacity in the presence 
of a more slowly regenerating tubular system. The 
filtrate is delivered into the tubular lumen before this 
epithelial lining has recovered either its anatomic 
integrity or its reabsorptive capacity. Hence, once 
the edema of the wound area has been resorbed, 
dehydration may occur in this phase with electrolyte 
depletion. It is likely that tubular damage occurs 
only in the severely burned patient. 

—Sheldon O. Burman, M.D. 


Bacteriological Experiments with Surgical Plastic 
G. R. Acta chir. scand., 1957, 
: 161. 


FIVE PLASTIC SURGICAL dressings of the spray type were 
studied. They were tested for various qualities includ- 
ing: (1) bacteriostatic quality, (2) penetrability, (3) 
sterility of the solution, (4) autosterilizing ability, and 
(5) effect of the plastic films on organisms in the skin. 

The type of film is identified and specifications noted. 
Some of the data are presented in the form of tables. 
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All of the samples tested were found to be sterile, and 
most of them autosterilized within 15 minutes. One of 
the preparations, nobecutan, manifested definite bac- 
teriostatic qualities which were attributed to the type 
of solvent used. Micro-organisms could penetrate any 
of the films as ordinarily applied to the skin. Thicker 
preparations were impenetrable. 

Upon application of the plastic there is practically 
no change in the number of organisms in the skin. 
When a thicker plastic film is used the growth under it 
is more luxuriant. 

Since the use of plastic dressings was instituted by 
the author, the incidence of wound infections has 
fallen below the reported 3 to 5 per cent. The films 
are apparently most efficacious when applied as di- 
rected by the individual manufacturer. The use of 
plastics, in which antiseptics have been incorporated, 
has not been sufficiently evaluated at present, but 
may in the future play a part in preoperative prepara- 
tion of the skin. —Richard L. Lawton, M.D. 


Actinomycosis; Its Recognition and Treatment. JoHN 
Harvey, JAMEs R. CANTRELL, and A. Mur- 
RAY FisHer. Ann. Int. M., 1957, 46: 868. 


THE AUTHORS have reviewed all the cases of proved 
actinomycosis at the Johns Hopkins Hospital in the 
last 25 years. There were a total of 37 patients—26 
were males and 11 females. Twenty patients were 
white and 17 were negroes. 

The primary lesions were divided into three general 
locations: cervicofacial, 24 per cent; pulmonary, 13 
per cent; and abdominal, 63 per cent. In these cases 
there was evidence of spread of the disease and 91 
such secondary lesions were identified. These lesions 
involved most of the major organs. 

The diagnosis was established in each case by either 
biopsy, culture, or both. In 9 cases sulfur granules 
were identified from the drainage material of cutane- 
ous sinuses. The clinical features included a low grade 
fever, a normocytic anemia, and a peripheral leucocy- 
tosis. 

The treatment in this group was varied. Prior to 
1945 there was no specific therapy. All the patients 
received some form of iodide medication. Simple inci- 
sion and drainage was carried out when indicated. 
Since 1945 all patients have received penicillin. Re- 
cently the accepted dosage range has averaged be- 
tween 10 to 20 million units a day, usually for at 
least 3 weeks. At the conclusion of this preiod of time 
a wide surgical excision of all the involved and avas- 
cular tissue is carried out. If any viscus is involved, 
this also is handled appropriately. For example, in 
pulmonary disease the treatment is lobectomy, and in 
intestinal actinomycosis it is resection. 

The results of treatment prior to 1945 showed a 14 
per cent cure rate. Since the advent of penicillin and 
wide excisional surgery this has been elevated to 89 

cent. 

Israel, in 1885, was the first to characterize the 
disease clinically, and subsequently to study the bac- 
teriologic aspects. The organism (now called Actino- 
myces israeli) is a strict gram-positive, anaerobic or- 
ganism. Israel believed that the origin of the disease 
was endogenous, and that it did not come from direct 
or indirect contact with infected animals. Subsequent 
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case reports have substantiated this theory. There is 

no occupational predilection or seasonal variation. 

The organism enters the deeper tissues by a break in 

the mucous membrane or the skin, e.g., perforated 

— penetrating foreign bodies, or ruptured appen- 
ix. 

Because of these facts and because of the sensitivity 
of the organism to penicillin, the authors again em- 
phasize the importance of prolonged therapy with 
penicillin and of wide excisional surgery. 

—Peter Dineen, M.D. 


Acute Immediate Reactions to Penicillin, G. W. 
Lewss. Brit. M. 7., 1957, 1: 1153. 


ACUTE, IMMEDIATE REACTIONS following the adminis- 
tration of penicillin are thought to be due to ana- 
phylaxis in sensitized individuals or to accidental 
intravascular injections of penicillin suspensions. The 
manifestations vary from acute emotional upsets to 
actual bronchiolar spasm, angioneurotic edema, and 
symptoms of vasomotor collapse. 

Immediate reactions have sometimes occurred after 
a number ot previous injections have already been 
given in a course without ill effect. Such reactions 
would seem more likely the result of intravascular 
injection rather than a true anaphylaxis. It is possible 
that despite the safety measure of drawing back on 
the plunger before injection, the needle may transfix 
a vein on its way in, permitting the penicillin suspen- 
sion to ooze back along the needle tract and into the 
vein after the needle is withdrawn. Sensitization and 
severe reactions may also occur after oral or topical 
administration. Fatalities are usually the result of 
vasomotor collapse and asphyxia from bronchiolar 
spasm. In some instances, after acute reactions, subse- 
quent injections have been given without ill effect. 

Certain precautions are listed to help minimize 
these reactions. Penicillin should not be used without 


a clear indication and topical use, such as with oint- 
ments, lozenges, or chewing gum, probably should be 
abandoned. A careful history should be elicited for 
previous allergies or mild reactions to penicillin. A 
large needle should be used for the injection. If the 
suspension is opaque and viscous, the traction on the 
plunger should be prolonged enough to permit blood 
to be seen at the syringe wall if any is aspirated. If 
the needle position is changed during the injection, 
aspiration should be repeated before proceeding. An 
initial resistance to pressure on the plunger may be 
due to an agglomeration of crystals in the needle; 
therefore, the needle should be withdrawn and cleared 
before resuming injection. Massage on the site of in- 
jection may cause a backflow of penicillin into a 
ruptured vessel. Patients who are sensitive to peni- 
cillin are urged to carry this information on their 
persons. 

If a patient is considered susceptible, a positive in- 
tradermal test indicates the need for extreme caution. 
A negative skin test is meaningless. A tiny amount 
may be injected and the needle left in place to com- 
plete the injection after a 45 second delay to observe 
for reaction. Such a patient should be under obser- 
vation for 20 minutes, with adrenalin close at hand. 

The frequent rapid recovery of these patients with- 
out treatment makes the evaluation of the various 
methods of treatment difficult. The first measure in 
the treatment of an acute reaction is the injection of 
0.5 ml. of adrenalin intramuscularly; this may be 
repeated as needed. The intravenous administration 
of an antihistamine may help. Positive pressure oxygen 
should be administered if it is available. If the recov- 
ery is slow, the intravenous administration of hydro- 
cortisone may be of value. 

The author presents 12 cases of immediate reactions 
to penicillin which he has reviewed in detail. 

—Stanley W. Tuell, M.D. 
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PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 
Discography in the Diagnosis of Intervertebral Disc 


Lesions in the Lumbar Region. Editorial. Med. Proc., 
1957, 3: 165. 


Tus EDITORIAL primarily calls attention to the grow- 
ing popularity of discography and particularly to the 
outstanding contributions of Muller and his associates. 
At the University of Pretoria Medical School and the 
Pretoria General Hospital 75 discograms have been 
successfully performed. Muller’s approach, under strict 
asepsis and radiographic control, is transdural. Both 
the fourth and fifth lumbar intervertebral discs are 
punctured. Pyelosil, a 50 per cent solution of a water- 
soluble iodine compound, is injected into the discs. 
The patient experiences no greater discomfort than 
that experienced with a routine lumbar puncture. 
The results have been accurate in 92 per cent of 
the cases, and a false negative result is said to be im- 
possible. Thus, if the disc is found to appear normal, 
it can be ruled out as the cause of the symptoms or 
signs. False positive readings, however, have occurred 
but these should become less and less common as 
interpretation is sharpened by experience. 
Discography appears to be a safe, direct, and accu- 
rate diagnostic tool which may prove to be superior 
to contrast myelography. A series of patients who can 
be studied with both techniques is urged in order to 
permit assessment of the relative merits and failings 
of the two procedures.— Everett Shocket, M.D. 


Roentgenologic Study of Pharyngeal Tumors with 
the Aid of the Valsalva Test (Roentgenuntersuchung 
von Pharynxtumoren mit dem Valsalvaschen Ver- 
such). F. VANpor. Fortsch. Roentgenstrahl., 1957, 86: 44. 


THREE INSTANCES of pharyngeal tumor were studied 
roentgenologically and by means of the Valsalva test, 
which gave important indications for laryngeal surg- 
ery. All the roentgenograms were made after the pa- 
tients had swallowed a mouthful of a special shadow- 
casting material to produce mucosal shadow pattern. 

In the first case laryngoscopic examination dis- 
closed the presence of a tumor of the aryepiglottic 
fold, which had spread to the posterior wall of the 
larynx. On the sagittal film the left arytenoid fold was 
seen to be bulging forward and the mucosal folds on 
the left posterior wall of the larynx were absent. The 
larynx was rotated toward the right side. The contour 
of the left lateral wall of the hypopharynx was irreg- 
ular. Aside from a small area of rigidity of the left 
lateral wall of the larynx, the wall of the hypo- 
pharynx with the increased pressure of the Valsalva 
test, was everywhere normally distensible, although 
thickened by edema. Only the area of rigidity was 
infiltrated by tumor. The tumor was thus proved to be 
operable, and only partial resection of the lateral wall 
was necessary. 

In the second case the tumor involved the aryepi- 
glottic fold and there was extensive edema in the re- 
gion of the sinus pyriformis. The mucosal pattern of 
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the posterior wall of the larynx was present. With the 
Valsalva test the larynx was displaced upward, the 
sinus pyriformis was open, and the lateral wall of the 
hypopharynx was distensible. At the level of the ary- 
tenoid region a translucent depression was present on 
the lateral wall. The biopsy specimen from this region 
gave a positive result. All of the other findings were 
the result of edema. 

In the third case the roentgenogram of the larynx 
on saggital exposure indicated that a tumor of the left 
aryepiglottic fold had spread to the lateral wall of the 
larynx. In the roentgenogram made with the Valsalva 
test normal dilatation of the lateral wall of the pharynx 
was demonstrated; only the mobility of the pharyngo- 
epiglottic fold was diminished. Operation with resec- 
tion of the base of the tongue, combined with laryng- 
ectomy, seemed practicable. 

The sagittal roentgenogram taken with the Val- 
salva test shows primarily the condition of the lateral 
pharyngeal wall. Along with other exposures this 
roentgenogram shows the exact localization of the 
tumor in the hypopharynx, and by indicating the 
capacity for dilatation of the lateral wall of the hypo- 
pharynx, gives information essential in the surgical 
treatment. — John W. Brennan, M.D. 


Gonad Radiation Dose from Diagnostic Procedures. 
G. M. Arpran and H. E. Crooks. Brit. 7. Radiol., 
1957, 30: 295. 


THE AUTHORS have studied the irradiation dose to 
the gonads of both sexes by using direct measurements 
during diagnostic procedures and supplementing this 
with measurements in simulated procedures using 
phantoms. Generally, the gonad dosage is low unless 
they are in the direct beam. 

The recommendations for reduction of the irradi- 
ation dose include a careful check of the diagnostic 
equipment for unknown leakage and increasing the 
filtration of the useful beam to 3 mm. of aluminum. 
When possible the gonads can be shielded from the 
primary beam with lead rubber to further reduce the 
exposure. Comment was also passed that stray irradi- 
ation may be a major contributor to the exposure of 
the staff members of an x-ray department. 

—Frank R. Hendrickson, M.D. 


Experimental Microlymphangiography. Sven 

and Bo Opén. y Stockh. 957, 47: 289. 
THE AUTHORS reviewed the literature on experimental 
lymphangiography and report their experience in 
laboratory animals. Most lymphangiograms have 
been obtained inadvertently in roentgenographic ex- 
aminations in which contrast material has been em- 
ployed. During the examination the contrast material 
had been introduced directly into abnormal lymph 
vessels communicating with the investigated lumen 
as a result of disease or traumatic rupture during the 
injection. Some instances have. resulted from absorp- 
tion via normal lymph vessels. In most instances when 
the lymphatic vessels have been isolated surgically 
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and injected with radiopaque substances, colloidal 
dye materials have been used. 

In most of the studies thorotrast has been used as 
the contrast material. This is especially true when 
experimental animals have been used. The authors 
state that the radioactivity of thorotrast has limited 
its employment in humans. Contrast media of the 
diodrast type have been used primarily in humans, 
but the authors point out that these frequently cause 
local irritation when injected into the tissue. 

The authors investigated the lymphangiographic 
technique in 13 mature rabbits weighing between 2.9 
and 3.9 kilograms. These animals were subjected to 
lymphangiography of the ears or legs, and in some 
instances several experiments were performed on the 
same animal. Most of the experiments were per- 
formed on living animals that were anesthetized with 
nembutal, 20 mgm. per kg. of body weight, and 
ether. Thorotrast and umbradil, 35 per cent, were 
the most commonly employed contrast media, but 
in a few experiments micropaque was also used. 

The contrast medium was injected by hand subcu- 
taneously into an ear or leg using a fine needle (18 
gauge). Microangiograms were then taken at varying 
intervals after injection in living or dead animals. In 
some instances the injected tissue was removed and 
fixed in a special fixative which precipitated the con- 
trast medium and then subjected to routine histologic 
preparation with imbedding in paraffin or beeswax 
before the microlymphangiograms were taken. 

The lymphangiograms were made with a Machlett 
Aeg 50 T therapy tube with a tungsten target and a 
1 mm. beryllium window. The tube was energized 
with a full-wave, rectified, direct current at kilovolt- 
ages ranging between 20 and 50. The target film 
distance varied between 23 and 53 cm. The lymphan- 
giograms were recorded on Agfa or Kodak film. 

The film or plates were wrapped in one-twelfth 
micron thick aluminum foil placed in close contact 
with the tissue examined. A lead plate, 3 mm. thick, 
and lead glass, 10 mm. thick, protected the operators 
from exposure. The photographic material was nor- 
mally developed in Kodak D 19 D Developer in from 
2 to 3 minutes. With this technique it was found that 
subsequent enlargement up to 10 to 12 diameters 
could be made. Standard photographic procedures 
were applied in enlarging the microlymphangiograms. 

The theoretical aspects of the absorption of roent- 
gen rays in contrast material are discussed and multi- 
ple graphs and illustrations are employed. The au- 
thors discuss the in vitro measurements of the absorp- 
tion of various qualities of roentgen rays and their ef- 
fect on the microlymphangiographic procedure. The 
factors influencing the quality and contrast of roent- 
genograms also are discussed. 

Eight very beautiful reproductions of microlymph- 
angiograms are used for illustration, including the 
technical factors for the lymphangiograms obtained. 

The authors indicate the importance of a fine-focus 
roentgenographic tube and the advantages of the 
possible application of image amplification and in- 


tensification by electronic means, as well as the pos- 
sible application of microtomography. They also indi- 
cate that the development of techniques for the inves- 
tigation of the procedure in man should be forthcoming 
shortly.— Moris Horwitz, M.D. 


MISCELLANEOUS 


The Present Status of Ultrasound in Medicine, Fritz 
Frrepianp. 7. Am. M. Ass., 1957, 163: 799. 


In MEDICINE the applicability of ultrasound is directed 
toward these four uses: (1) an experimental laboratory 
device, (2) a source of radiant energy in physical 
therapy, (3) a selective destructive agent, and (4) a 
diagnostic tool. 

Ultrasound, or nonaudible sound, is a physical 
energy completely different from other radiant ener- 
gies. It is not represented in the electromagnetic spec- 
trum; it depends for its production and transmission 
on matter, and, at least theoretically, changes any 
matter in its path from a mechanically quiet into an 
oscillating state. It is unable to pass through a vacuum. 
Acoustic oscillations are longitudinal waves, as op- 
posed to the transverse waves of electromagnetic fre- 
quencies. The therapeutic effect of ultrasound is chiefly 
thermal and, possibly, also mechanical. It has been 
used chiefly in the treatment of rheumatic, inflamma- 
tory, and traumatic lesions, and the favorable results 
are undoubtedly due to hyperemia. 

Among those who have used ultrasonic therapy 
there is complete agreement that it is a valuable 
therapeutic device, but its relative efficiency as com- 
pared with other therapeutic agents is problematic. 
In the author’s experience it has not improved or 
remedied any condition not heretofore amenable to 
other forms of therapy. 

Destructive doses have been used experimentally for 
the treatment of tumors, but it is generally agreed that 
ultrasound therapy for cancer in humans is not per- 
missible, because its use may delay the application of 
proved therapeutic methods and because local growth 
and metastatic spread have been observed after ultra- 
sonic therapy. 

However, the combined use of ultrasound and x-ray 
therapy has made possible a saving of as much as 50 
per cent of the x-ray dose as compared with radiation 
therapy alone. This effect was dependent upon the 
thermal effect of ultrasound. 

Ultrasound can be used for the focal destruction of 
brain tissue, but cannot be used transcranially. At 
present this type of ultrasonic surgery has no practical 
application. 

It has been used diagnostically in industry for the 
detection of flaws, and medically to visualize normal 
and pathologic structures. By receiving the echo of 
single sound impulses as they return to the transmitting 
crystal after being reflected from various interfaces of 
the examined areas of the body, “Echograms” of 
carcinoma of the breast, nonmetallic foreign bodies, 
and normal and abnormal liver tissue were observed. 

—Lois Cowan Collins, M.D. 
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MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIOLOGI- 
CAL CONDITIONS 


Studies in Ammonia Metabolism; Ammonia Metab- 
olism in Hemorrhagic Shock. B. Etseman, R. T. 
Jounson, E. B. Pratt, and G. M. Crark. Surgery, 
1957, 41: 910. 


PROFOUND CHANGES in the blood ammonia concen- 
tration and protein metabolism occur in hemorrhagic 
shock. The authors conducted a study of ammonia 
metabolism in hemorrhage and hemorrhagic shock 
to determine the source of portal bed ammonia, to 
determine whether there is in fact an increase in 
ammonia production in the portal bed, and to evalu- 
ate the capacity of the liver to clear ammonia from 
portal venous blood under these circumstances. 

About two-thirds of the oxygen utilized by the liver 
arises from the portal venous blood. During hemor- 
thagic shock there is a marked diminution of the 
portal blood flow and in its oxygen content, resulting 
in hepatic anoxia and liver damage. 

This study was carried out in 27 adult mongrel dogs 
which were subjected to hemorrhagic shock according 
to the method of Wiggers (5 of the animals were bled 
step-wise until expiration). 

One shock experiment was performed on an un- 
anesthetized animal previously prepared with portal 
and hepatic vein cannulas. The remainder of the ani- 
mals were anesthetized with pentobarbital, and he- 
patic and portal blood samples were obtained by 
direct venous puncture at laparotomy. The circu- 
lating blood volume and portal blood flow were 
measured as well as the. blood ammonia concentra- 
tion. 

In 3 animals sterilization of the intestinal tract was 
obtained by the oral administration of aureomycin 
prior to the induction of hemorrhagic shock. 

There is a mean rise in portal ammonia concentra- 
tion in deep shock (loss of 40 per cent of the blood 
volume) amounting to 4.2 mgm. per cent, or 245 per 
cent of normal. This elevation in portal blood 
ammonia is reversible with early restoration of the 
blood volume and there is no significant elevation of 
the ammonia concentration in either the hepatic or 
peripheral venous blood until the preterminal phase 
of shock. 

The normal hepatic reserve for conversion of por- 
tal blood ammonia remains intact until shock of a 
profound nature, existing for a long time, has been 
in effect. 

In the animals treated with aureomycin to sterilize 
the intestinal tract, a similar response occurs. The 
portal blood ammonia rise is not, therefore, dependent 
upon bacterial action. 

Three animals were given a carbonic anhydrase 
inhibitor (diamox) and the results were similar to 
those of the controls. This suggests that portal blood 
ammonia does not arise from the breakdown of urea 
to carbamate and carbamide with the enzymatic 
action of carbonic anhydrase. 


Four animals were given decholin or dibenzyline 
and these animals also showed no significant variation 
from the control. 

It is evident that ammonia concentration increases 
proportionately to the diminution in the portal blood 
flow. Total ammonia production within the portal 
bed is unaltered following hemorrhage and the 
ammonia load is no greater than normal. From these 
experiments, it can be concluded that the alteration 
of ammonia metabolism following blood loss is not 
of primary importance in the pathogenesis of shock. 
In addition, ammonia intoxication in hepatic coma 
resulting from bleeding esophageal varices can best 
be explained by the breakdown and absorption of 
blood within the intestinal tract. 

— john H. Davis, M.D. 


Physiologic Study of Embryonal Differentiation of 
Sex and Interpretation of Various Sexual Abnor- 
malities (L’étude physiologique de la différenciation 
embryonnaire du sexe et l’interprétation de diverses 
anomalies sexuelles). A. Jost, Schweiz. med. Wschr., 
1957, 87: 275. 


THE GENETIC SEX, determined at the time of fecunda- 
tion by heterochromosomes, is followed in the course 
of the embryonal development by gonadic sex at the 
time of differentiation of the genital glands into ovaries 
or testes, respectively. Chronologically, this phase is 
succeeded by differentiation of the sex structures of 
the body, such as the genital tract, the external genital 
organs, and the secondary sexual characteristics, and 
these structures determine the somatic sex which at 
the time of birth leads to the establishment of the 
definitive sex. 

Surgical castration of rabbit embryos in utero 
before or in the course of sexual differentiation is 
followed by female development of the genital appara- 
tus, no matter whether the genetic sex had been male 
or female. The evolution of Mueller’s ducts takes 
place, and female external genital organs develop. 
Evidently the testes are responsible for masculiniza- 
tion of the males, and their secretion causes the dis- 
appearance of Mueller’s ducts. 

Genital abnormalities in man may result from (1) 
total, partial, or transient deficiency of the testicular 
hormone in the male embryo at the time of differenti- 
ation of sex, with resulting various degrees of male 
pseudohermaphroditism, and (2) abnormal presence 
of androgens in the female organism. Fetal intersexu- 
ality may be the sequel of the administration of andro- 
gens to the mother. Androgens may also be of supra- 
renal origin, as is the case in the adrenogenital syn- 
drome. 

Two types of abnormalities of the gonads may be 
distinguished: (1) functional, and (2) constitutional, 
caused by the malformation or absence of the gonads. 

If the hypophysis of a male rabbit fetus is removed 
by decapitation, a functional deficiency of the testes 
develops, the prostate remains in a rudimentary stage, 
and the external genital organs assume a feminine 
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aspect. Such experiment sheds light on the various 
types of masculine pseudohermaphroditism. 

Two types of constitutional abnormalities may be 
distinguished: (1) agenesis or dysgenesis, i.e., rudi- 
mentary development of the genital gland, and (2) 
inversion of the sex, in other words, differentiation of 
the gland in a direction opposite to that of the genetic 
sex. For instance, in the opossum it is possible to trans- 
form a testis into an ovary by the administration of 
estradiol dipropionate. Joseph K. Narat, M.D. 


The Reaction of Human Somatic Tissues to Implanted 
Dacron Fabric; Report of 3 Cases. James T. WoL- 
STENHOLME, Harry LotTmMan, and MAxwELt MALa- 
MENT. Plastic G Reconstr. Surg., 1957, 19: 156. 


Because of the relative inertness of a number of syn- 
thetic plastics, their use in surgery has been greatly 
increased in recent years. The fibroblastic reaction 
observed to implanted dacron fabric vascular replace- 
ments prompted the use of commercial textile dacron 
fabric as a prosthesis in 18 inguinal hernias and 5 ab- 
dominal wall fascial defects that presented problems 
of repair. 

The fate of 3 of these dacron implants was studied 
2, 5, and 6 months after they were implanted. The 
first patient had a repair of a right inguinal hernia and 
2 months later died of an inoperable carcinoma of the 
stomach. The second case was of a 45 year old white 
male who had an excision of a solitary tumor metas- 
tasis of the right rectus muscle 3 months after a par- 
tial cystectomy for carcinoma of the bladder. The 
defect of the abdominal wall was repaired with dacron 
fabric but the patient died 5 months later of further 
metastases. The third case was that of a 68 year old 
white male who had had an abdominoperineal resec- 
tion for carcinoma of the rectum and then had a 
repair of a large inguinal hernia with dacron fabric. 
He succumbed to further growth of the tumor 6 
months later. 

In the first case a 4 by 5 cm. piece of 40-denier 
dacron fabric was used as a substitute for the deficient 
transversalis fascia. There was a collection of 15 c.c. 
of serum on the sixth postoperative day which had to 
be aspirated, but otherwise the wound healed well. 
At autopsy 2 months later, there was excellent heal- 
ing of all the layers of the hernial repair. The dacron 
fabric was incorporated with a fibroblastic layer and 
had effectively reformed a new fascia transversalis. 
Histologically, there was no acute inflammation and 
the dacron fibrils were intimately incorporated into 
the healed tissues by surrounding fibroblasts. 

In the second case a 6 by 8 cm. defect in the peri- 
toneum was repaired with 70-denier dacron fabric 
and the fascial defect was repaired with 40-denier 
dacron. The wound was drained for 10 days and 
healed primarily. At autopsy 5 months later, a firm 
abdominal wall was present. The inner layer of the 
dacron fabric had resulted in a minimal reaction of 
the connective tissue on the peritoneal side and one 
loop of small intestine was adherent to the dacron. 

The third patient had a 4 by 4 cm. piece of 40- 
denier dacron fabric implanted in the repair of an 
inguinal hernia, and at autopsy 6 months later the 
dacron could not be separated from the surrounding 
tissue. 


Histologically, dacron fabric produced a fibroblas- 
tic foreign body reaction with minimal granulomatous 
aspects. There were no gross or microscopic abscesses 
or acute leucocytic infiltrates. After 6 months, the 
dacron fibrils were still clearly visible and there ap- 
peared to be no digestion of the fibrils by the tissue 
enzymes. The 70-denier dacron fabric was intimately 
adherent to the surrounding fascial layers and could 
not be separated as a distinct layer from these tissues, 
In 1 case, the 40-denier dacron fabric did not inti- 
mately bind itself to the surrounding tissues and could 
be separated intact. A study is in progress to deter- 
mine if this was due to the type of weave. When dac- 
ron fabric was substituted as a peritoneal layer, an ad- 
hesion of a loop of small intestine was observed 
postmortem. This has been repeatedly confirmed in 
rabbit experiments. 

Dacron fabric appears to be well tolerated in hu- 
man somatic tissues providing no infection is present, 
but the long term tolerance needs careful evaluation. 
In experimental work with plastics, sarcomatous 
grov-ths have been induced in rats. These were in- 
duced by implanting solid sheets of plastic. No tumor 
growths have occurred with the use of dacron fabric, 
but tumors have been produced with solid film dacron 
and perforated dacron film. 

—David E. Hallstrand, M.D. 


Hygiene and Bacteriology of Staphylococci-Hospital- 
ism (Zur Hygiene und Bakteriologie des Staphylokok- 
ken-Hospitalismus). WALTER KikutH and Lupwic 
Grin. Deut. med. Wschr., 1957, 82: 549. 


BEFORE THE DEVELOPMENT of bacteriology the term 
“hospitalism” used to be applied to infectious dis- 
eases of unknown origin which had been contracted 
by the patients during their hospitalization. It was 
customary to ascribe such conditicns to poor hygienic 


measures, insufficient nursing help. and overcrowding - 


of the hospital wards. 

In spite of the introduction of aseptic measures and 
improvement in the sanitary conditions, infections are 
still contracted in the hospitals. Such so-called cross- 
infections can be divided into 4 groups: (1) those 
which occur in patients treated for noninfectious dis- 
ease, (2) those developing from a different pathogenic 
micro-organism than the one for which the patient 
was hospitalized, (3) infections from a micro-organism 
identical with that responsible for the primary infec- 
tion, but belonging serologically to a different type, 
and (4) infections resulting from a_ serologically 
identical type as the primary infection but possessing a 
different resistance to antibiotics. 

Cross-infections are especially frequent in pediatric 
wards, being observed in from 10 to 60 per cent of the 
clinical material. Burns, and operative and traumatic 
wounds are subject to cross-infections. 

In the majority of cases staphylococci are responsi- 
ble for the secondary infection. 

The longer the hospitalization period, the greater 
the number of species of bacteria resistant to anti- 
biotics. Under the influence of modern therapy the 
biologic balance of bacterial flora is disturbed and the 
most virulent staphylococci replace less pathogenic 
species. Hemolysis and pigment formation are no 
criteria in the differentiation of pathogenic and non- 
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pathogenic microbes. A characteristic feature of 
pathogenic staphylococci is their ability to coagulate 
the plasma and split the mannitol. Bacteria suspected 
of causing a cross-infection may be identified by means 
of a so-called antibiogram, or a record of resistance of 
the microbes to various antibiotics. The differentia- 
tion may be carried further by lysotypic or serologic 
studies. The lysotypic method is based on determina- 
tion of the sensitivity of staphylococci to various 
staphylococcus phages. Inasmuch as the same species 
may be dissolved by several phages, a so-called 
phages-spectrum may be established. This method has 
not yet been perfected. 

Staphylococci resistant to antibiotics may be re- 
sponsible for a variety of conditions, such as a simple 
infection of a wound, upper and lower respiratory in- 
fections, enterocolitis, or a fatal circulatory collapse. 

The authors condemn the routine preoperative and 
postoperative administration of antibiotics. They 
severely criticize their use in mild infections and also 
in febrile conditions of undetermined origin. They 
recommend periodic bacteriologic examinations of 
nose and throat smears of the entire medical person- 
nel. Bed linen, blankets and mattresses should be dis- 
infected from time to time. 

— Joseph K. Narat, M.D. 


Goundou (Gundu). W. A. Prrincer. Klin. med., Wien, 
4957, 122 171. 


GounpDou, a rare bone disease, was first described in 
1882. It occurs predominantly in West Africa, South 
America, islands of the Caribbean Sea, in Asia, and in 
the South Sea Islands. It occurs more in colored, 
than in white people, more in men than in women. 
Its presence has also been demonstrated in apes. 

The cause of this disease, which predominantly 
involves the facial bones and results in a “horned” 
appearance, is not yet clear today. It has been found 
that the disease occurs in regions where a high per- 
centage of frambesia has been demonstrated. It was 
also observed that many goundou patients possess a 
high degree of immunity against Treponema per- 
tenue. Some authors describe a long-lasting fram- 
besia infection preceding goundou, or secondary 
chanes following frambesia which led to goundou dis- 
ease by irritating the periosteum and favoring new 
bone formation. Others relate goundou disease to a 
preceding ostitis fibrosa or Paget’s disease. 

One case of goundou disease is described. The pa- 
tient had orange-size hard painless tumors on both 
sides of the nose. Cutaneous scars pointed to a pre- 
vious frambesia. The patient did not permit the use 
of surgery. 

Surgical removal is the only effective therapy. It 
can be supported by treatment with salvarsan, iodine, 
and penicillin. The prognosis is good as the tumor 
does not grow beyond a certain size and does not re- 
cur after removal. —Victor R. Fablokow, M.D. 


Malherbe’s Mummified Tumor (Tumor mumificado de 
Antonio Gentit Martins. Arq. pat., 1956, 


Since 1880, only 243 cases of Malherbe’s disease have 
been recorded in the literature. The authors give a 
detailed pathologic and clinical study of 227 tumors 
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removed from 205 patients (184 of which were seen at 
the Portuguese Oncological Institute). 

These tumors, which seemed to arise from ecto- 
dermal inclusions were made up of primary basal cells 
from which a large number of histologic types had 
evolved. These tumors were the site of necrobiotic 
degenerative phenomena (hence the frequent use of 
the term mummification) sometimes followed by calci- 
fication or even ossification. 

Most of them were not diagnosed preoperatively, 
but were usually thought to be sebaceous cysts (35 per 
cent). They were also frequently thought to be 
lipomas, angiomas, or nevi. 

Most of the tumors were located about the head, 
especially on the face, with a good portion about the 
anterior aspect of the arms and a few on the legs. The 
trunk, in general, was spared. 

Their average dimension was about 1.5 cm., but a 
few measured 6 cm. They were benign. Contrary to 
the experience of some workers, the author never ob- 
served spontaneous remission. 

There was a good deal of histologic polymorphism 
and to illustrate this point the authors included 30 
photomicrographs in the original article. Basically it 
would seem that: (1) the tumors are composed of 
epithelial tissue; (2) they are made up of slightly dif- 
ferentiated cells capable of differentiating in various 
directions; and (3) they contain no atypical mitoses; 
there is structural monotony of the cells which trans- 
form into well characterized elements, “‘shadow cells’’; 
they are frequently encapsulated, grow slowly, and do 
not metastasize; (4) they do not recur when com- 
pletely removed. 

The treatment of choice is wide surgical excision. 

—W. Newlon Tauxe, M.D. 


Hemangiopericytomas; Report of 2 Instances Which 
Were Localized in the Digestive Tract (He- 
mangiopericitomas; relato de 2 casos localizados no 
aparelho digestivo). Aucusto Pautino and 
ERNANI Torres. Rev. brasil cirurg., 1957, 33: 35. 


THE FIRST CASE of hemangiopericytoma reported by 
the authors was that of a 59 year old woman who had 
been suffering from epigastric distress, anorexia, and 
progressing asthenia for 3 years previously. Later it 
was noted that the stools were dark, whereupon a 
roentgenologic search was made and the polypoid 
gastric tumor was revealed. A subtotal gastrectomy 
was carried out and a Billroth I type of gastroduodenal 
anastomosis was performed. 

The polypoid tumor (measuring 5 cm. in its great- 
est diameter), on histologic examination, was seen to 
consist of a vascular mass with conspicuous cellular 
proliferation. The lumina of the blood-containing 
spaces were irregular in shape and size. These vessels 
were thin-walled; however, each one was surrounded 
by one or more layers of cells of varied morphology 
and with densely, homogeneously staining nuclei. The 
endothelial lining of the blood spaces was everywhere 
normal in appearance and everywhere intact. Since 
the histologic appearance of these tissue sections was 
somewhat puzzling, a slide was sent to MacDonald of 
the Mayo Clinic; he diagnosed the condition as he- 
mangiopericytoma, of the type described by Murray 
and Stout (Am. 7. Path., 1942, 18: 183). 
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The second case was that of a 56 year old man who 
had been operated upon, 6 years previously, for a 
vascular tumor the size of a walnut and located at the 
mesenteric border of the ileum. Fifteen centimeters of 
the ileum and the corresponding mesentery were re- 
moved. At this time (1948) the histologic diagnosis of 
the removed specimen was hemangioendothelioma. 

Six years later the patient was reoperated upon for 
a huge tumor of the midabdominal region, which was 
pushing the intestinal loops on both sides away from 
the median line. The neoplasm was of infiltrative 
character and was adjudged to be unsuitable for ex- 
tirpation. A biopsy specimen was taken and a his- 
tologic diagnosis of hemangiopericytoma was made. 

Following the operation 50 applications of roentgen 
irradiation therapy were given with some clinical im- 
provement and some regression in the size of the neo- 
plastic mass. Some months later the returning pains, 
anorexia, and general physical deterioration were 
treated with 25 applications of roentgen irradiation. 
Two years after the second operation the patient was 
again operated upon for a return of the symptoms and 
for the appearance of a small intestinal fistula. At this 
final operation a large tumor mass was found; it was 
attached to the posterior peritoneum and the sur- 
rounding intestinal loops at the site of opening 
of the fistula. There were also a number of nodular 
tumor masses located along the mesenteric border of 
the ileum. Finally, the presence of a number of he- 
patic metastases was noted. 

A biopsy specimen was procured from one of the 
mesenteric border masses as well as a specimen from 
the main tumor mass. The histologic findings in all of 
these specimens corresponded to those of a hemangio- 
pericytoma of malignant aspect. An ileotransversos- 
tomy was performed between the transverse colon 
and a loop of the ileum above the seat of the tumor 
involvement. A month later the patient died with 
manifestations of cachexia. 

The authors wish to add these 2 case histories to the 
somewhat more than 100 already published. These 
figures are not, however, intended to be a criterion 
for the rarity of this tumor. In fact, in the past this 
tumor has been confounded with other forms of vas- 
cular tumor, such as the hemangioendothelioma, on 
the presumption that the vascular endothelium serves 
as the point of origin of these perivascular rounded 
cells. There are, of course, hemangioendotheliomas 
in which the tumor cells form a salience within the 
capillary lumen, then invade the wall of the vessel, 
and grow outward (centrifugally), the cells them- 
selves, however, retaining the original likeness of en- 
dothelial cells. On the other hand, the hemangioperi- 
cytoma is a different tumor; it constitutes a vascular 
neoplasm made up of capillaries encircled by one or 
more layers of rounded or fusiform cells (pericytes of 
Zimmerman) without presenting the organoid char- 
acteristics of the glomus tumor and without pre- 
senting any close relationship to the capillary en- 
dothelium. —John W. Brennan, M.D. 


Survival Curves as a Means of Investigating Cancer. 
J. R.S. Doucras. Med. Australia, 1957, 1: 536. 


THE MODERN TREATMENT of carcinoma is based on two 
doctrines: (1) early diagnosis and (2) radical treat- 
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ment. To accept these two doctrines, certain assump- 
tions are necessary: (1) cancer spreads in a stepwise 
fashion and (2) the primary lesion is detectable before 
metastases occur. Though there is no real proof of any 
of these concepts, they are the basis of our early cancer 
detection projects and form the rationale for our pres- 
ent modes of treatment. 

A detailed and technical statistical analysis casts 
doubt on the accuracy of these concepts and gives 
consideration to the so-called explosive theory of 
cancer spread as opposed to the stepwise theory. For 
example, a survival curve for patients with cancer of 
the breast treated by surgery, reaches a 20 per cent 
survival rate in 20 years. This figure approximates 
the usual percentage of cases classified as stage I. If 
cure is accomplished only in stage I cases, it appears 
that the same cure rate could have been attained with 
simple local excision of the lesion. On the other hand, 
if extrapolation of the curve is assumed to reach zero 
in future years, then it would mean that no patient 
had been cured and the conventional radical surgery 
had completely failed. It would also imply that there 
is no stage I, but that an explosive spread of cancer 
occurred sometime before a primary lesion was recog- 
nizable. 

The survival curves of other cancers are analyzed 
in a similar fashion, presenting evidence suggesting 
that the explosive spread of cancer does occur, rather 
than a stepwise spread. If true, this newer concept 
would radically affect our present early cancer detec- 
tion projects, as well as our present methods of treat- 
ment with their accent on more radical measures. 

Without any long term control series, analysis of 
such survival curves as described is the best available 
means of studying the biologic nature of cancers as 
affected by different treatments. The initial nature 
of the lesions may be the most important factor affect- 
ing the apparent results of treatment. 

—Stanley W. Tuell, M.D. 


The Surgical Tolerance of the Elderly Patient; Re- 
view of 148 Selected Cases of Biliary-Tract, Gas- 
tric, and Colonic Lesions, HERMAN D. ZEIFER and 
Ravpu Corp. 7. Am. Geriat. Soc., 1957, 5: 284. 


THE AUTHORS present a clinical study of the results 
of major abdominal surgery in 148 elderly patients. 
The series covered patients who were 70 years of age 
or older, from January 1, 1941 through December 31, 
1955 at the Mount Sinai Hospital, New York City. 
The series was a selected one including surgery on 
the biliary tract, stomach, and colon, but the patients 
succumbing to simple colonic decompression prior to 
definitive surgery were not included in the figures. 
The general principles of reassurance, sympathy, 
tact, and little interference with the aged patients’ nor- 
mal routine was helpful in treating these patients. Oral 
alimentation high in protein, vitamin C, and B com- 
plex was carried out prior to surgery if possible. Paren- 
teral therapy was used to correct rapidly severe anemia, 
vitamin deficiencies, and electrolytic imbalances. A 
defect in hemoglobin synthesis has been identified in 
patients with chronic infections or malignant disease. 
The diminished reserve and the magnitude of associ- 
ated disease in these patients leave little margin for 
error and call for close co-operation between the sur- 
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geon and the internist. It is adequately demonstrated 
that there is no true correlation between the hemo- 
globin level in grams/100 ml. and the total circulating 
hemoglobin mass or between the hematocrit reading 
and the deficit in circulating hemoglobin. The authors 
deem the total blood volume, plasma volume, circulat- 
ing hemoglobin, and circulating protein volume de- 
terminations as necessary to evaluate the patient’s 
condition before operation. 

All the patients with pyloric stenosis from ulcer 
disease or carcinoma have dilated, edematous stom- 
achs filled with retained secretions. These patients 
were lavaged twice a day with tap water at 105 de- 
grees until the retention was 100 c.c. or less. 

The anesthetic premedication had to be individual- 
ized but generally it was two-thirds to one-half the 
amount used for younger adults. Spinal anesthesia 
was used in 86 patients (54.8 per cent) and 63 patients 
(40.1 per cent) had general anesthesia. 

There were 37 operations on the biliary tract in- 
cluding 28 cholecystectomies. Exploration of the com- 
mon bile duct was done in 20 cases and stones in the 
common duct were found in 88 per cent. There were 
2 cases of carcinoma of the gall bladder. 

Seventy-nine colonic operations were performed 
and, with two exceptions, all were done for carcinoma. 
It was of interest that 77.2 per cent of the patients 
in this series of elderly patients did not have lymph 
node metastases, while two other large series of pa- 
tients with carcinoma of the colon and rectum in all 
age groups have shown an incidence of 62.5 and 47 
per cent lymph node metastases, respectively. 

There were 41 patients who underwent gastric 
surgery. The 11 patients with pyloric obstruction 
from ulcer were treated by gastroenterostomy and 
vagotomy. A high subtotal gastrectomy with removal 
of the omentum and glands was done in 15 of the 19 
cases of gastric carcinoma. 

The complications consisted mainly of abdominal 
and respiratory infections, but the flnid and electro- 
lyte balance also required careful control. 

There were 22 deaths in the series, a 14.9 per cent 
mortality rate. There were 3 deaths in the biliary 
tract group, 3 in the gastric group, and 16 in the colon 
group. 

None of the patients evidenced renal damage pre- 
operatively and all the patients with diabetes mel- 
litus were well controlled postoperatively. Congestive 
cardiac failure did noi constitute an unduly great risk 
if properly managed. 

The authors believe that previous myocardial in- 
farction, hypertension, and obesity are significant 
factors in the mortality rate following surgery in the 
elderly patient. In their series, gastric surgery was 
tolerated better than surgery of the biliary tract or 
colon. —David E. Hallstrand, M.D. 


DUCTLESS GLANDS 


Creatinine Excretion in Myasthenia Gravis After 
Thymectomy. I. Scurire. Med. Prac., 1957, 3: 200. 


THE CRITERIA for cure in myasthenia gravis include 
freedom from symptoms and the ability to discontinue 
the use of prostigmine. A third criterion is suggested 
—the absence of creatinine from the urine. 
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Patients with myasthenia gravis usually excrete ab- 
normal amounts of creatinine in the urine. Though the 
relationship is not constant, the amount of excretion 
is often greater in the severe cases. Of 61 patients who 
had thymectomy and were investigated, 14 fulfilled 
these three criteria for cure. Relapses may occur after 
a remission of years, however. ‘Three symptom-free 
patients who were not taking prostigmine still excreted 
large amounts of creatinine, and each of these subse- 
quently had symptoms of the disease and again re- 
quired prostigmine. 

The study suggests that thymectomy has not pro- 
duced outstanding results in myasthenia gravis. 
Patients who appear cured and are taking no prostig- 
mine, but excrete large amounts of creatinine, may be 
good candidates for subsequent relapse. 


—Stanley W. Tuell, M.D. 


Hormonal and Clinical Effects of Three Quarter Re- 
section of the Adrenal Glands in Cases of Congeni- 
tal Adrenogenital Syndrome (Hormonelle und 
klinische Effekte nach Dreiviertel-Resektion der Ne- 
bennicren beim angeborenen adrenogenitalen Syn- 
drom). J. M. Bayer and W. Spiecetuorr. Langenbecks 
Arch. u. Deut. Kschr. Chir., 1957, 285: 86. 


Tuis REPORT is based on an experience with 5 female 
patients who had the typical characteristics of pseudo- 
hermaphroditism due to an excessive production of 
androgens by the adrenal glands (congenital adreno- 
genital syndrome). This is a primary disease of the 
adrenal cortex whereby a deficient amount of com- 
pound F (17-hydroxycorticosterone, or hydrocorti- 
sone) is produced. This results in an increased secre- 
tion of ACTH which produces hyperplasia of the 
adrenal cortex. Thus, the deficiency of compound F is 
compensated for but simultaneously an increased 
amount of adrenal androgens are produced, which 
accounts for the clinical picture of this disease. In 
1950, Wilkens and his collaborators showed that the 
consistently increased excretion of 17-ketosteroids in 
the urine of these patients could be diminished by the 
administration of cortisone. This has constituted the 
most successful means of treating this disorder. 

There have been attempts to influence the disease 
by resection of part of the adrenal glands. The results 
of such operations have been far from impressive. The 
patients in this series were all observed following uni- 
lateral adrenalectomy. Four of the 5 patients were 
then reoperated upon and half of the remaining 
adrenal gland was resected; thus, a three-fourths re- 
section of the adrenal glands was accomplished in a 
two stage procedure. 

After the unilateral adrenalectomy, a negligible re- 
duction in the 17-ketosteroid excretion occurred which 
continued for only a few months following the pro- 
cedure. Although the three-fourths resection produced 
a more lasting reduction in the excretion of 17-keto- 
steroids, the values were still above norma] and 
showed a tendency to increase as time passed. None- 
theless, 2 of the patients with the more extensive 
adrenalectomy showed evidence of feminization fol- 
lowing the operation. 

It is the authors’ conclusion that a unilateral adren- 
alectomy is valueless. In certain cases of the congenital 
adrenogenital syndrome, it appears that a three- 
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fourths resection of the adrenal glands will be effec- 
tive in reducing virilization. However, since there is 
no way to determine which patients will benefit from 
this procedure and since there is always the danger of 
adrenocortical hyperplasia when extensive resection 
of the adrenal glands is undertaken, the operation is 
not recommended for widespread use. 
—J. C. Rosenberg, M.D. 


EXPERIMENTAL SURGERY 


Experimental Study of a Gradually Closing Delayed- 
Action Blood Vessel Clamp. ALBERT B. LOWENFELS, 
Wape, G. NEUMANN, and JERE 
W. Lorp, Jr. Arch. Surg., 1957, 74: 574. 


GRADUAL occ.usion of the blood vessels may be pro- 
duced by a spring clamp fashioned from stainless steel 
wire, SMO 18-8 Type 302, having a diameter of 
0.064 cm. Initially the jaws of the clamp are held 
open by a bolus of absorbable surgical suture, which is 
gradually absorbed with progressive closure of the 
clamp. 

In vitro studies in an acid pepsin bath revealed an 
average closure time of 14.4 hours for 00 plain ab- 
sorbable surgical suture and 110 hours for 00 chromic 
absorbable surgical suture. The rates of flow through 
the rubber tubes within the jaws of the clamp did not 
decrease in a linear fashion, but fell off sharply during 
the last one-third of time required for occlusion. 

When the clamps were placed in the subcutaneous 
tissue or within the pericardial sac of dogs, most of the 
clamps closed in 2 or 3 weeks. Swelling of the suture 
material produced an initial increase in the rates of 
flow through implanted rubber tubes. A lag period 
of about a week followed and then the rates of flow 
through the tubes decreased rapidly until occlusion 
was complete. Other investigators have noted that 
gradual occlusion does not necessarily cause a cor- 
responding gradual reduction in flow. 

Some of the early clamps closed abruptly, and a 
few clamps failed to close. The clamp is not suitable 
for large vessels such as the aorta of a dog because of 
erosion of the vessel and recanalization. In 75 dogs 
the clamps have been used to produce gradual occlu- 
sion of the coronary, carotid, and renal arteries, and of 
the portal vein. —George R. Holswade, M.D. 
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A Method of Operating on Fetal Dogs in Utero. C. N, 

BARNARD. Surgery, 1957, 41: 805. 

THE AUTHOR describes a method of operating on 
fetal dogs and then leaving the pup to develop further 
in utero and to be born spontaneously at term. The 
technique was developed from experiments which 
were designed to prove that at least some cases of 
congenital ileal atresia are due to interference with 
the ileal blood supply in utero. 

In these experiments the origin of congenital mal- 
formation of the gastrointestinal tract has been 
studied by direct interference with the blood supply 
of the fetal bowel. The operative technique is de- 
scribed in detail. 

Once the fetal peritoneal cavity was entered in 
utero, a loop of ileum was delivered and one or more 
of the ileal vessels were ligated with nonabsorbable 
material. The infarcted ileum was replaced and the 
abdominal incision was closed by suturing the muscles 
and peritoneum together with a few plain, inter- 
rupted catgut sutures and stitching the skin with 
interrupted silk sutures. The abdominal wound of 
the mother was closed in layers. 

Before the method described was evolved the 
results were invariably poor. The mother either 
aborted soon after the operation or the fetus operated 
on was born at term in a macerated state. The reasons 
appeared to be the interference with the main uterine 
vessels and with the placental circulation of the 
puppy. 

The first complication can be prevented by de- 
livering the gravid uterus from the abdominal cavity 
of the mother, thus preventing any drag or compres- 
sion of the main uterine vessels. 

The second complication can be prevented by 
making the uterine incision away from the placental 
site and by the operative technique described, which 
prevents the escape of large amounts of amniotic 
fluid and which leaves the fetus inside of the uterine 
cavity during the operative procedure. Eighty per 
_ of the puppies operated upon in utero were born 
alive. 

It is proposed that this technique could serve as 
a useful tool in the investigation of other congenital 
malformations, fetal metabolism, and physiology. 

—John Mohardt, M.D. 
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ANTISEPSIS IN THE OPERATING ROOM 


Chemical antisepsis with Zephiran 1:1000 stain- 
less tincture is a ritual in the scrub-up room. 
Zephiran is most widely used in hospitals to 
prepare personnel, patient and equipment for 
surgery. 


EMERGENCY ROOM EFFICIENCY 


Visible sterile storage with Zephiran 1:5000 to 
1:1000 aqueous solution (with Anti-Rust Tab- 
lets “Winthrop”) makes presterilized instru- 
ments, ampuls, etc., easily accessible and ready 
for immediate use. Zephiran 1:5000 solution is 
also particularly valuable and efficient in the 
cleansing and debridement of wounds. 


WET COMPRESSES AND DRESSINGS 


Nonirritating antiseptic wet dressings and com- 
presses are prepared with 1:5000 Zephiran 
aqueous solution, without fuss or waste of 
time.* Zephiran is always ready to do an effi- 
cient job whatever the specific application. 


*Caution: Do not use with occlusive dressings, 


LET ZEPHIRAN WORK FOR YOU 


Zephiran is dependable, safe and economical. A refined cationic 
detergent with unusual wetting and spreading ability as well 

as a highly potent antiseptic— Zephiran kills many gram-positive 
and gram-negative bacteria in seconds. It is nonirritating and 
virtually nontoxic. Zephiran has hundreds of uses in daily practice. 


REFINED BENZALKONIUM CHLORIDE 


ephiran 


CHLORIDE 


2: PHIRAN, (BRAND OF BENZALKONIUM, AS CHLORIDE, )ithnop LABORATORIES, New York 18, N. Y. 
F FINED), TRADEMARK REG. U.S. PAT. OFF. 11494 
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Single White Latex Ex- 
amination Glove fits 
either hand. Small, medi- 
um, and large sizes. 


Single Green Neoprene 
Examination Glove for 
persons allergic to natu- 
ral latex. Small, medium, 
and large sizes. 


the Easy On-and-Off 
Examination Glove 


A single glove fits either hand comfortably 


Recommended for examinations, treatments, 
dressings 


No sorting, any two of a size make a pair 


PIONEER Company 


386 Tiffin Road, Willard, Ohio 


Pioneers in Surgical Hand Protection for over 35 Years 
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for swifter, more efficient handling of 


SURGICAL SUTURES 


SIMPLIFIED 

SUTURE HANDLING 

In a few seconds you snip open 
the plastic packet — remove the 
suture — and in one continuous 
movement spin it off the Dispen- 
so-reel. Pre-cut lengths are ready 
for instant use, No unraveling 
no kinking! 


“Service is 
Ohio Chemical’s Most 
Important Commodity!” 


For our new 28-page catalog No. 4708 


on sutures and needles, write Dept. SGO- 12. 


SUTURE-NEEDLE 
COMBINATIONS 


Dispenso-reels also keep suture- 
‘ needle combinations in perfect 
_ condition. Needles are held securely. 
* They cannot cut sutures or puncture 
plastic packet. No rubbing or move- 
-. ment can dull sharpness of needles. 


LIGATURE 

DISPENSO-REEL CASE 

'. This lightweight stainless steel case 
makes ligating simpler and faster. It 
eliminates tight-roll. Bulk has been 
reduced. A quick glance identifies 
the suture while it is still in the case. 


OHIO CHEMICAL & SURGICAL EQUIPMENT CO. 
MADISON 10, WISCONSIN 
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Ohio Chemical Pacific Company, Berkeley 10, Calif. 
Ohio Chemical Canada tated, Toronto 2, Ontario 
Airco Comp Internati New York 17, N. Y. 
Cio. Cubase de Oulgene, Habana 
(All Divisions or Subsidiaries of 
Air Reduction Company, Incorporated) 
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SPARINE is recommended for use in that portion of the Bopic: 
Stress Spectrum requiring the action of a potent, relatively /"*' 
nontoxic drug to return the patient toward normal. [op 


SPARINE has caused no liver damage, no parkinsonian- 
like syndrome, and but rare instances of blood dyscrasia. 
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TRES » SPECTRUM: EPS demonstrates that there is a Wyeth normo- 
opic drug for each of the three great segments of this spectrum. Thus, the 


hysician now has a specific drug for nearly every patient undergoing mental 
r physical stress. 


QUA! iL in the Stress Spectrum: EQuaniL, anti-anxiety factor with 
ronounced muscle relaxing properties, for simple anxiety, tension, skeletal 
uscle spasm, muscular tension. 


HENE RGAN in the Stress Spectrum: PHENERGAN, for obstetrical and 
re- and postoperative use. Psychic sedative with anti-emetic and antihista- 
inic properties; produces quiescence and potentiates CNS depressants, thus 
educing dosage requirements for narcotics, analgesics, and sedatives. 


NE in the Stress Spectrum for: 


pprehension and acute and chronic withdrawal from 
pain in medical psychoses alcohol, 
emergencies senile agitation narcotics, 
iccups alcoholism and other 


hallucinations addicting drugs 
delirium tremens 


Supplied: Injection—5O mg. per cc., vials of 2 and 10 cc. For intramuscular or intravenous use. Tablets— 


0 mg. (green), bottles of 50; 25 mg. (yellow), 50 mg. (orange), 100 mg. (pink), and 200 mg. (red), bottles 
pf 50 and 500. Syrup—10 mg. per 5 cc., bottles of 4 fl. oz. 


prehensive literature available on request 


HYDF OCH LORIDE Promazine Hydrochloride, Wyeth 


EQUANIL"*, PHENERGAN® HCI}, SPARINE® HCI—A Wyeth 
normotropic drug for nearly every patient under stress 
*Meprobamate, Wyeth. ¢Promethazine Hydrochloride, Wyeth 
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From the American College of Surgeons: 


TRAUMA MANUALS 
AVAILABLE 


Outline of the Treatment of Fractures $7 00 


This sixth edition of the “Fracture Manual,” revised and amplified, 
covers the general principles of fracture treatment and cites treatment and 
rehabilitation of specific fractures, including a chapter on operative 
treatment. 

Edited by Dr. Edwin F. Cave, Boston, subcommittee chairman; and 
Drs. Preston A. Wade, New York; Henry C. Marble, Boston; and Harold 
A. Zintel, New York. 

This 97-page, pocket-size “ Fracture Manual” also includes 45 line draw- 
ings, a concise bibliography, and “fracture aphorisms.” 


Early Care of Acute Soft Tissue Injuries $7 00 


This manual is a compilation of contributions from more than 30 
authorities. It contains general considerations of the problems of soft 
tissue injuries and their management, and chapters on injuries to specific 
sites of the body. 

Edited by Trauma Committee members Michael L. Mason, Chicago, 
chairman; R. Arnold Griswold, Louisville; and Preston A. Wade, New 
York. Pocket-size. 


These manuals are sponsored by the Committee on Trauma of the American 
College of Surgeons and published at cost by the College 
Copies may be ordered from the Business Office by the coupon on this page. 


Business Office 


AMERICAN COLLEGE OF SURGEONS 
40 East Erie St., Chicago, Illinois 


Please send me .... copy(ies) of [—] Please send me copy(ies) of 
Outline of the Treatment of Fractures Early Care of Acute Soft Tissue Injuries at 
at $1.00 per copy. $1.00 per copy. 


I enclose check for $ in payment. (Manuals will be sent postage prepaid) 
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E MOST EXACTII G— 


SURGICAL 


thin latex smooth A. MI. Glo ‘tactile 
coupled with durability that produce the Pepetlative | in surgeons’ gloves — 


Permit m vement in delicate operations 
° The lightest, thinnest, mo to 


Retain superior qualities hrough innumerable sterilizations 
4 Large, legible markings —accurate as to size 


2820 —White 
2830—Brown 
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AZOTREX is the only 
urinary anti-infective 
agent combining: 


(1) the broad-spectrum 
antibiotic efficiency of 
TETREX—the original 
tetracycline phosphate 
complex which pro- 
vides faster and higher 
blood levels; 


(2) the chemothera- 
peutic effectiveness of 
sulfamethizole—out- 
standing for solubility, 
absorption and safety; 


(3) the pain-relieving 
action of phenylazo- 
diamino-pyridine HCI 

—long recognized as a 
urinary analgesic. 


LABORATORIES INC., SYRACUSE, NEW YOR! 
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This unique formulation 

assures faster and more } 7 

certain control of urinary i 

tract infections, by provid- - 

ing comprehensive effec- a 

tiveness against whatever if 

sensitive organisms may 

be involved. Indicated in 

the treatment of cystitis, = é 

urethritis, pyelitis, pyelo- 

nephritis, ureteritis and 

prostatitis due to bacterial 

infection. Also before and ~ 

after genitourinary surgery 

and instrumentation, and 

for prophylaxis. 

In each AZOTREX Capsule: 

TETREX (tetracycline phos- 
phate complex)....125 mg. i 
Sulfamethizole .......... 250 mg. 
Phenylazo-diamino- 
pyridine HC) .......... 50 mg. 


Min. adult dose: 1 cap. q.i.d. 


ne -sulfonamide-cnalgesic action 
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For Speedier Return To Normal Nutrition 


and the Protein Need 


in Renal Disease 


Prevailing opinion holds that during the nephrotic 
state—provided the kidneys are capable of excreting 
nitrogen in a normal manner—the patient should be 
given a diet high in protein (1.5 to 2 grams per kilogram 
of body weight daily). The purpose of such a diet is to 
replace depleted plasma protein and to increase the 
colloidal osmotic pressure of the blood. 

Sharp restriction of dietary salt appears indicated 
only in the presence of edema, but moderate restriction 
is usually recommended. 


Lean meat is admirably suited for the diets pre- 
scribed in most forms of renal disease. It supplies rela- 
tively large amounts of high quality protein and only 
small amounts of sodium and chloride. Each 100 Gm. 
of unsalted cooked lean meat (except brined or smoked 
types) provides approximately 30 Gm. of protein, and 
only about 100 mg. of sodium and 75 mg. of chloride. 


In addition to its nutritional contributions meat 
fulfills another advantageous purpose: It helps make 
meals attractive and tasty for the patient who must 
rigidly adhere to a restricted dietary regimen. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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FOR PERSISTENT INFECTIONS 


COMBATS MOST CLINICALLY IMPORTANT PATHOGENS 


80 
CHLOROMYCETIN 78% 


70 


ANTIBIOTIC B 36% 


ANTIBIOTIC A 38% 


ANTIBIOTIC C 34% 


a | 


IBIOTIC D 20% 


ANTIBIOTIC E 10% 


COMPARATIVE SENSITIVITY OF MIXED PROTEUS SPECIES TO CHLOROMYCETIN 
___AND SIX OTHER WIDELY USED ANTIBIOTIC AGENTS* 


*This graph is adapted from Waisbren, B. A., & Strelitzer, C. L.: Arch. Int. Med. 99:744, 1957. It represents in vitro data obtained with 
strains isolated from patients between the years 1951 and 1956. Inhibitory concentrations, ranging from 3 to 25 meg. per ml., were selected 
on the basis of usual clinical sensitivity. 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is a potent therapeutic agent and, because 


certai 


criminately or for minor infections. Furthermore, as with certain other drugs, adequate blood studies 
should be made when the patient requires prolonged or intermittent therapy. 


A 


¢ 


‘> 
ze 


as 
| 
co : 
| 
iz 
r ‘ 
| 
| 
| 
| 


1. Miller, J. M.; Surmonte, J. A.; Ginsberg, M., and Ablondi, 
F. B.: Streptokinase Intramuscularly in the Treatment of Infec- 
tion and Edema. (Scientific Exhibit) Postgraduate Medicine 


Vol. 20, No. 3: 260-267 (Sept.) 1956. 
“Mel icin 


“OBSERVATIONS ON THE INTRAMUSCULAR USE OF STREPTOKINASE? 


1. Most patients showed beneficial clinical effect after 24 hours. 


2. No aggravation of infection. 


3. No delay in wound healing. 


4. Ten per cent of patients had temperature rise of 2 to 3° F., easily controlled 
by medication. 


5. No changes in peripheral blood picture: 


6. No significant alteration of prothrombin time. 

7. No fibrinolysis.+ 

8. Some pain and tenderness at injection site in about 60 per cent of cases. 
9. No hemorrhage, hematoma or petechiae. 


10. No granulomas at injection site. 


11. No chills, cyanosis or allergic reaction. 


DOSAGE 


Five thousand units of streptokinase in 0.5 cc. of physiologic saline administered 
intramuscularly twice a day for at least six doses. Treatment may be continued 
longer if necessary. It may be given preoperatively where considerable edema is 
expected postoperatively. 


PRECAUTIONS 


1. An antibacterial drug must be given wiih the intramuscularly administered 
streptokinase. 


2. Streptokinase should not be given to patients known to have defects in the clot- 
ting mechanism.” 


tNo fibrinolysis detectable in circulating blood stream. 


VARIDASE 


VARIDASE Intramuscular provides remarkable control of inflammation in many 
different types of lesions, simple or infected, including abscesses, cellulitis 
epididymitis, hemarthrosis, sinusitis, and thrombophlebitis. 


VARIDASE Intramuscular (Water Soluble — No Oil) —Simple mixing instructions 
are included in the package literature. 


Administration: INTRAMUSCULAR, deep in the upper, outer quadrant of the 
buttock. 


Lederte ) LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL Me 
Reg at 
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Sustained 

penicillin 600,000 units—16 days' 
levels 1,200,000 units—35 days! 
with ONE 2,400,000 units—44 days! 
injection 


True long-action to supplant repeated procaine penicillin injections 


e In the emergency room 

e In the outpatient clinic _ 
e On the wards , 
e In the office 

e In the home 


1. Supporting literature and studies on file in Medical 
Department of Wyeth Laboratories. 


INJECTION 


BICILLIN® 


~LONG-ACTING 
Benzathine Penicillin G 
(Dibenzylethylenediamine Dipenicillin G) 
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A simple but neglected diagnostic procedure 


Proctosigmoidoscopy is the only accurate method of polyp 
detection.! Yet internists and general practitioners, upon whom 
diagnosis often depends, continue to neglect it.1 


Preparation for proctosigmoidoscopy in office or hospital is 
greatly simplified by the FLEET ENEMA Disposable Unit. 
Cleansing is thorough yet gentle, permitting a clear field, and 
more effective than one or two pints of soap suds or tap water.” 


FLEET ENEMA contains, per 100 cc., 16 Gm. Sodium Biphos- 
phate and 6 Gm. Sodium Phosphate, in a ready-to-use squeeze 
bottle with self-lubricated, anatomically correct rectal tube. 


1. Crumpacker, E. L., et al, AMA Arch. Int. Med. 98:314, 
1956. 2. Swinton, N. W., Surg. Clin. No. Am. 35:833, 1955. 


® 
FLEET ENEMA 
Disposable Unit 
C. B. Fleet Co., Inc., Lynchburg, Virginia 


® 
Makers of Phospho-Soda (Fleet) 
A laxative of choice for over 60 years 
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40% stronger 


reverse cutting 
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Improved 


in trichomonal vaginitis — 
the most effective 
treatment available.”! 


in monilial vaginitis — 
“,..more effective than any 
other agent ... used previously.” 


in mixed infection — 
“,.. the most effective 
treatment of endocervicitis. . . 


The rate of cure with AVC Improved is 
consistently high in all common types of 
vaginitis. In one series of patients with trich- 
omonal vaginitis, bacteriologic cures were 
obtained in 82.5% of the cases.! Sympto- 
matic relief is rapid and lasting. And because 
AVC Improved has an acid pH, it encour- 
ages the early return of normal vaginal flora. 


Composition: A nonstaining cream containing 
9-aminoacridine hydrochloride 0.2%; sulfanila- 
mide 15.0%; allantoin 2.0%; with lactose in a 
water-miscible base buffered to pH 4.5. 
Indications: Trichomonal leukorrhea; monilial 
and nonspecific vaginitis; cervicitis; postpartum 
hygiene; pre- and postcauterization, coagulation, 
conization, and other vaginal surgery; vaginal 
infections in children. 

Administration: An applicatorful twice daily—on 
arising and at bedtime. 


Supplied: 4 0z. tubes with or without applicator. 


(1) Cortese, J. T.: Clin. Med. 2:45, 1955. (2) Hensel, 
H. A.: Postgrad. Med. 8:293, 1950. (3) Horoschak, A. 
and Horoschak, S.: J. M. Soc. New Jersey 43:92, 1940. 


Products of THE NATIONAL DRUG COMPANY 


Original Research Philadelbhia 44, Pa. 
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VASELINE™ 


GAUZE 


conforms fully to the official 
standards prescribed by the U.S.P. 


This prepacked, pretested material assures 
unquestionable sterility at time of use. 


Especially-designed equipment impregnates the 
gauze so lightly and uniformly that the danger 
of maceration is minimized. 


Most hospitals are neither staffed nor equipped to fol- 
low the U.S.P. XV specifications for the preparation and 
control testing of a dependably sterile petrolatum gauze. 
That is why ‘Vaseline’ Sterile Petrolatum Gauze U.S.P. 
is their choice of a nonadherent dressing. It has proved 
itself “best by test” in millions of cases in thousands of 
civilian as well as military hospitals throughout the 
United States. 


WHY USE SUBSTANDARD 
MATERIAL 


when this superior 
prepacked sterile product 
is available at a 
worthwhile saving? 


CHESEBROUGH-POND’S INC. 


Professional Products Division 
NEW YORK 17, N.Y. 


VASELINE is a registered trademark of Chesebrough-Pond’s Inc. 
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Most patients under stress will 
welcome Ovaltine as part of their diet 


Ovaltine provides a wealth of essential 
nutrients which help the body resist the 
detriment of stressful states. Ovaltine’s 
natural blandness combined with good 
taste makes it especially valuable in 
many biand diets. 


Ovaltine is a soothing, nourishing, well- 
tolerated beverage that’s ideal for use 
in many stress states where stimulating 
beverages are usually contraindicated. 


Patients like Ovaltine hot or cold, at 
any time of the day. 


Three servings of Ovaltine and milk provide: 
MINERALS VITAMINS 


30 Gm. 


by the National Research Cou: 


Ovaltine’ 
valtine 

The World’s Most Popular Fortified Food Beverage 
The Wander Company, 105 W. Adams St., Chicago 3, Ill. 


< 
Phosphorus.........940mg. Vitamin D...........420 1.U. 
mg. *Ascorbic acid ....... 37.0 mg. 
Copper. ............0.7 mg. *Thiamine.........:..1.2 mg. 
Riboflavin. ..........2.0 mg. 
Fluorine. ...........0.5mg. Pyridoxine... ......,0.5 mg. 
Cobait............0,006 mg. Vitamin B,s.........5.0 meg. 
Sodium............560 mg. Pantothenic acid.....3.0 mg. 
Chlorine............900mg. *Niacin.............10.0 mg. 

Magnesium.........120mg. Folic acid... .......0.05 mg. 
Manganese.........0.4mg. Choline ............200 mg. 
Potassium. ........1300mg.  Biotin..............0.03 mg. 

*PROTEIN............32Gm. 

CARBOHYDRATE.....65 Gm. 
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Single-end controls 
for all positions. 


One attendant easily transfers 
a patient even in congested 
rooms...a real boon to 
understaffed and crowded 
hospitals! No lifting or 
excessive patient handling. 


touch... 


SHAMPAINE 
TRANS-ALL 
RECOVERY 
STRETCHER 


the world's most complete line of physicians’ and hospital equipment 


> 
mpaine 
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1920 S. Jefferson, St. Louis, Missouri : 


you can give your 


patients “more potent” 


progestational therapy “with the 
advantage of a longer durution of action’”’ 


DELALUTI 


Squibb Hydroxyprogesterone Caproate 


longer-acting The A.M.A. Council on Drugs (formerly the Council on Pharmacy and 
Chemistry) points out that the indications for Delalutin are the same as 
those for progesterone, but Delalutin’s prolonged action “makes it pre- 
ferable to the parent drug in those conditions in which prolonged pro- 
gestogen activity is desired.”! A single injection provides your patients 
with sustained progestational activity for about 2 weeks, simulating 
endogenous progesterone production. 


no definite The prolonged activity of Delalutin is useful in preventing abortion, 
contraindications habitual and threatened, due to progesterone inadequacy, and in re- 
storing the manifestations of normal ovarian function in nonpregnant 
women. The A.M.A. Council further states: “The local and systemic 
toxic effects of hydrexyprogesterone caproate are minimal, and, in 
therapeutic doses, there are no definite contraindications to its use.” 

SQUIBB For dosage schedule, see package insert. 


@ 2cc. and 10 ce. vials, 125 mg. per ce. 


Squibb Quality— 
the Priceless Ingredient 1. Council on Pharmacy and Chemistry: J.A.M.A. 163:356 (Feb. 2) 1957 *DELALUTIN’® 15 A SQUIBB TRADEMARK 
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LOROPROCAINE HYDROCHLORIDE) 


the new local anesthetic 


more potent...yet less toxic / than procaine 


SWIFT ONSET “Sensory anesthesia was complete within 
6 to 10 minutes.” 


GPEATER SAFETY “Its [Nesacaine] chief virtue appears to be 
its relative non-toxicity. [No reactions in 350 


anesthetics. ]”? 


HIGH DIFFUSIBILITY “The almost instantaneous onset of anesthesia. . . 
is caused by the increased penetrating capacity 


[of Nesacaine] .. .” 


MAXIMAL “Nesacaine... was found effective . . . it would appear 
EFFICACY tobe the best agent for use as a local anesthetic.” 


1, Colavincenzo, J. W., and others: Pennsylvania M. J. 59:338 (March) 1956. 
2. Ansbro, F. P., and Furlong, R. E.: Adelphi Hosp. Bull. 15:2 (May) 1957. 
8. Foldes, F. F., and McNall, P. G.: Anesthesiology 13:287 (May) 1952. 


In 30cc multiple dose vials— In 30cc single dose viails— 


1% Nesacaine for infiltration and 8% Nesacaine for caudal and 
field block epidural block 
2% Nesacaine for regional block 


we! 
Mattie MALTBIE LABORATORIES DIVISION / WALLACE & TIERNAN INC. 
Belleville 9, N. J. 
PNE-72 
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PRENATAL CAPSULES LEDERLE 


Jor an active pregnancy 


NEW better tolerated source of iron—ferrous fumarate—helps eae 


eliminate gastric upset. NEW non-inhibitory intrinsic factor as- Pyridorine (By) 


mg. 

mg. 

mg. 

2 mg. 

sures greater Bi2 absorption to meet increased requirements. NEW Vitamin Byo 
mg. 

mg. 


Vitamin K (Menadione) ............... 05 
more comprehensive formulation includes phosphorus-free cal- Ferrous Fumarate 00 mg. 
30 mg. 
i i i j j luorine (as CaF» SS 
cium, Vitamins K and Be, plus important minerals and trace Copper (as CuO)... ae 


Pot i 0.835 mg. 

elements. NEW Reminder Jar . . . she’ll keep it handy on the dining Manganese Gs Nn0}) eon ea 0.05 mg 
agnesium (as le 

(as NagMoOy, 2H: 20) 0.025 mg. 


table . . . use it later for diaper pins or cotton. Your patients pay 
eye ‘active, re-usable 
no more for the added benefits of Filibon. capsules. 


t Lederie) LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK dee 
*Trademark 
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Because it replaces half control with full control. 
Because it treats the whole menopausal syndrome. 
Because one prescription manages both the 
psychic and somatic symptoms. 


Two-dimensional 
treatment 


SUPPLIED: Bottles of 60 tablets. 
Each tablet contains: 
MILTOWN® (meprobamate, Wallace) 400 mg. 


2-methyl-2-n-propyl-1,3-prop 
U. S. Patent No. 2,724, 720. 


Conjugated Estrogens (equine) 
Licensed under U. S. Patent No. 2,429,398. 


of 


the 


menopause 


DOSAGE: One tablet t.i.d. in 21-day courses with one week rest periods. 
Should be adjusted to individual requirements. 
Samples and literature on request. 


MILTOWN® CONJUGATED ESTROGENS (EQUINE) 
A Proven Tranquilizer A Proven Estrogen 


(i) WALLACE LABORATORIES, New Brunswick, N. J. 


who discovered and introduced Miltown, the original meprobamate. 


. 
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Anxiety of pregnancy 


‘Miltown’ therapy resulted in complete relief from 
symptoms in 88% of pregnant women complaining of 
nausea, vomiting, leg cramps refractory to calcium 
therapy, numbness and tingling of the extremities, 
headache, insomnia, anxiety, and emotional upsets.* 

‘Miltown’ (usual dosage: 400 mg. q.i.d.) relaxes 
both mind and muscle and alleviates somatic symp- 
toms of anxiety, tension, and fear. 

‘Miltown’ therapy does not affect the autonomic 
nervous system and can be used with safety through- 


*Belafsky, H. A., 
Breslow, S. 
and Shangold, J. E.: 
Meprobamate in pregnancy. 
Obst. & Gynec. 
9:703, June 1957. 


out pregnancy.* 


Miltown 


CM-5571 


THE ORIGINAL MEPROBAMA £& 


DISCOVERED & INTRODUCED | 


WALLACE LABORATORI! 3 


NEW BRUNSWICK, NEW JERS! / 
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NUCLEAR MEDICINE 


and Abbott’s service to physicians 


THE KEYSTONE of nuclear medicine is 
the government reactor at Oak Ridge. Most 

_ medical radioisotopes used in America 
originate within this huge block of uranium 
and graphite. 

Isotopes taken from the reactor, how- 
ever, are in crude form. They still must be 
identified, purified, and carefully assayed; 
often, too, they must be converted to or- 
ganic compounds with specific properties. 
Before the AEC will permit their medical 
use, the user must agree to provide for 
this processing. 

Advantages of Abbott service 

More and more users choose to meet 
this requirement by buying their radio- 
pharmaceuticals from Abbott, ready for use. 

In this way the customer eliminates the 
need for the special facilities and personnel 
required for this exacting work. He may 
save, too, by better equating supply to 
demand. He will have available sources of 
guaranteed quality. And most important: 
in Abbott he gains a radio-pharmaceutical 
supplier with unexcelled facilities and 
experience. 

Original plant of its kind 

Abbott’s recently enlarged Oak Ridge 
plant stands adjacent to the reactor. This 
location permits fresh isotopes to be brought 
in quickly as needed. 

The half life of such drugs is usually 
short. Hence, to speed these drugs to the 
user, Abbott prepares each order individu- 
ally, working swiftly. 


An order received at Oak Ridge in the 
morning normally is processed, assayed, 
packaged, and en route by the same after- 
noon. Shipments travel air express, top 
priority, with overnight delivery common 
almost anywhere in the nation. 

As an added convenience to customers, 
Abbott provides speedy direct teletype 
service between its 21 branches and the 
Oak Ridge and North Chicago plants. 


Additional benefits 


In the North Chicago plant, Abbott car- 
ries on other essential radio-pharmaceuti- 
cal manufacture. 

Here, too, the company pursues its pro- 
gram of research into nuclear medicine. 
Abbott’s isotope experience began here, 
during World War II, prior even to public 
knowledge of the nuclear reactor. 

Indeed, almost every major radio-phar- 
maceutical in current use has either been 
developed independently by Abbott, or by 
university workers in collaboration with 
Abbott. Today Abbott ships by far more 
medical isotopes than any other group. 

Nuclear medicine is restricted to physi- 
cians and hospitals licensed by AEC. How- 
ever, the required training and facilities 
are now within the reach of most hospitals 
and many private physicians and clinics. 

For information on setting up an isotope 
program, write to the Department of 
Radio-Pharmaceuticals, Abbott Labora- 
tories, North Chicago, Illinois. 


708183 


ABBOTT LABORATORIES « Pioneer of Radio-Pharmaceuticals 
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New Curity. adhesive is_easy to. handle__ 


-and_it_really_sticks 


hunter: With just 

—~ gentle pull, new Curity adhesive unwinds~ 
clearto the end of the roll—no wastage 
to tear,-too,-even though 
up to. 53% stronger-than USP. require-— 


fo Won't tangle” 
when you handle it; because new Curity~ 
adhesive has proper body. And it sticks- 
and stays stuck—resists. loosening by- 
drainage, perspiration even a. 


Easy to remove. Comes off clean, with § 
no sticky mass left on skin. Kind to skin 
—yovu can't put a less“irritating 
sive on a patient." 


4 BAUER & BLACK ) fil 


Division of The Kendall Company 
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just two tablets 
at bedtime 


for gratifying 


rauwolfia response 


virtually free from side actions 


Rauwiloid® 
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Improve the prognosis in fractures with 
“Premarin” with Methyltestosterone 


Healing of fractures is often delayed because impairment of osteoblastic activity 
due to declining sex hormone function causes the bone matrix to atrophy. 


Older patients with fractures, particularly of the hip, respond well to combined 
estrogen-androgen therapy. The prognosis for bone recalcification is good provided 
treatment is continued for extended periods.* 


*Reifenstein, E. C., Jr., in Harrison, T. R.: Principles of Internal Medicine, ed. 2, New York, The 
Blakiston Company, Inc., 1954, chap. 98, pp. 702, 703. 


“PREMARIN? with METHYLTESTOSTERONE 


Excellent preparation for estrogen-andregen therapy 


Ayerst Laboratories * New York, N. Y. * Montreal, Canada & 


92 


ge 
/ / 
4 
4 
‘ 


(VINYL ETHER FOR ANESTHESIA, U.S. P.) 


Rapid, peaceful induction has been achieved with 
VINETHENE for almost a quarter of a century. 
VINETHENE is ideal for short operative proce- 
dures, since it quickly effects analgesia, produces 
good muscular relaxation, and rarely causes ex- 
citement or nausea. May be administered via 
open, semi-closed or closed methods. 


Supplied: in 10-cc., 25-cc., 50-ce. and 75-cc. bottles, each with adjustable plastic dropper cap. 


Coier Film for Professional Use 4 16 mm. motion picture film in color, entitled “Anesthesia with 
Vinethene in Short Operative Procedures,” is available for viewings. Arrangements can be made by 
writing to Merck Sharp & Dohme, Philadelphia 1, Pa. 


VINETHENE IS A TRADEMARK OF MERCK @ CO., INC. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INc. PHILADELPHIA1, PA, 
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UNEXCELLED 


why Dimetane is the best reason yet for you to re-examine 


the antihistamine you’re now using » Milligram for milligram bla 


DIMETANE potency is unexcelled. pIMETANE has a therapeutic index unrivaled by an = 


other antihistamine—a relative safety unexceeded 
by any other antihistamine. DIMETANE, even in very 
low dosage, has been effective when other antihis- 
tamines have failed. Drowsiness, other side effects 
have been at the very minimum. 

» unexcelled antihistaminic action 


Diagnosis 


No. of 
Patients 


Response 


Allergic 
rhinitis and vaso- 
motor rhinitis 
Urticaria and 
angioneurotic 
edema 


Allergic 

dermatitis 
Bronchial asthma 
Pruritus 


Excellent 


Good | Fair 


Side Effects 


Slight Drowsiness 


Dizzy (1) 
Slight Drowsiness 


Total 


15 


2 


|Drowsiness (5) 
Dizzy (1) 


From the preliminary Dimetane Extentabs studies of three investigators. Further clinical investigations will be reported 2» © 


— 


| 30 4 918 2 
1 1 
1 1 1 


vm 
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DIMETANE IS PARABROMDYLAMINE MALEATE = EXTENTABS 12 MG., TABLETS 4 MG., ELIXIR 2 MG. PER & CC. 


blanket of allergic protection, covering 10-12 
ours —with just one Dimetane Extentab » DIMETANE 
ttentabs protect patient for 10-12 hours on one tablet. 


eee ev ¢ 


Periods of stress can be easily han- 
dled with supplementary DIMETANE 
Tablets or Elixir to obtain maxi- 
mum coverage. 


A. H. ROBINS CO., INC. 


Dosage: 


Adults—One or two 4-mg. tabs, 
or two to four teaspoonfule 
Elizir, three or four times daily. 
One Extentab q.8-12 h. 

or twice daily. 

Children over 6—One tab. 

or two teaspoonfuls Elizir t.i.d. 


_ or @.i.d., or one Extentab q.12h. 


Children 3-6—%4 tab. 
or one teaspoonful Elizir t.i.d. 


Richmond, Virginia | Ethical Pharmaceuticals of Merit Since 1878 
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Knowing How...Showing How... 


WALTER E. DANDY 


SELECTED WRITINGS OF WALTER E. DANDY—compiled by Charles E. 

Troland. Dual purpose: to honor the memory of Doctor Walter E. Dandy and 

to make available many of his writings not obtainable from other sources. ‘4 Ww 
912 pp., 183 il., Cloth, $15.00 


MARY LOUISE MARSHALL 


THE PHYSICIAN’S OWN LIBRARY: Its Development, Care, and Use. Dis- 
cusses budgeting of funds, underlying principles of book selection, relative value 
of textbooks, monographs and journals in reference use, and many other simple, N Cw 
practical. procedures. Pub. 57, 102 pp., 3 il. (Amer. Lec. Internal Medicine), 
exide, $3. 


DAVID C. DAHLIN 


BONE TUMORS. General Aspects and an Analysis of 2,276 Cases. To afford 
the reader a handy reference to the salient features of the various primary 
neoplasms of bone. Theoretical considerations have been kept at a minimum N Cw 
to obscure the factual data. Pub. ’57, 236 pp. (8!4x11), 353 il., 
oth, 


HENRY A. TELOH 


METHODS IN SURGICAL PATHOLOGY. Outlines, step by step, the tech- 

nics used in examination of all important specimens most commonly seen in 

the surgical pathology laboratory; what tissue blocks to take; where to take ‘4 W 
them. Pub. °57, 144 pp., 14 il., Cloth, $4.75 


NEUTON S. STERN and THOMAS N. STERN 


THE BASES OF TREATMENT. Principles which should hold true regardless 

of the miracle drugs discovered tomorrow. Enables the practitioner to choose 

the myriads of treatment available to him. Pub. °57, 192 pp., W 
il., Cloth, $4. 


WILLIAM D. SNIVELY, JR. and MICHAEL J. SWEENEY 


FLUID BALANCE HANDBOOK FOR PRACTITIONERS. The authors chose 
a practical, systematic classification of the fluid imbalances, then extended and 
simplified it. They developed new teaching techniques, lucid visual aids, every- 
cae for difficult concepts. Pub. ’56, 336 pp., 73 il. (8 in color), Cloth, 


W. STERLING EDWARDS 


PLASTIC ARTERIAL GRAFTS. The various synthetic fabrics and other arti- 

ficial substances currently being investigated: favorable and unfavorable char- 

acteristics of each. Detailed discussion on the development of a safe and prac- ‘4 Ww 
tical nylon tubular graft. Pub. ’57, 136 pp., 45 il., Cloth, $4.50 


FRANK MUSGROVE 


ABDOMINAL TOTAL HYSTERECTOMY: A New Technique—The Posterior 

Approach. The author has described modifications in the standard operation of 

abdominal hysterectomy which are based on an accurate appreciation of pelvic C W 
structure and function. Pub. ’57, 32 pp., 10 plates, Cloth, $2.25 


CHARLES C THOMAS «+ PUBLISHER 301-327 East Lawrence Avenve SPRINGFIELD + ILLINOIS 
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tetracycline 


ery clinical consideration | 
recommends. 


Whenever therapy 
is indicated — | 

ghee. 


° A single, pure drug (not a mixture) 


e Highest tetracycline blood levels 


Clinically ““sodium-free” 
e Equally effective, b.i.d. or q.i.d. 
e Exceptionally free from adverse reactions 


e Dosage forms for every therapeutic need 


BRISTOL LABORATORIES INC., SYRACUSE, NEW YORK 


Ewery CHNIcal eration recommends 
THE ORIGINAL TETRACYCLINE PHOSPHATE COMPLEX 


“Square Meals 
in 
Bottiles”’ 


Intravenous administration of Amigen 800 minimizes or 
prevents protein depletion when patients are unable to 
eat. The average daily dose of three liters will supply as 
much as... 


2400 Calories 

112.5 grams of Protein 

all essential electrolytes 

without excess fluid 

Amigen 800 produces nutritional improvement so that 
oral feeding often can be resumed and normalized sooner. 
That’s why so many physicians feel they give ‘square 
meals” when they call for Amigen 800. 


For additional information about Amigen 800 
write to Parenteral Products Division, 
Mead Johnson, Evansville 21, Indiana. 


MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 
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New, Handy 4-oz. Tube 


for your patients’ convenience 


WHITE’S VITAMIN A & D OINTMENT 
THE “ALL-PURPOSE” SKIN MEDICATION 


HEALING 
SOOTHING 
PROTECTIVE 


HEALS...SOOTHES...PROTECTS IN 


burns, cuts, diaper rash, cracked nipples, indolent ulcers, 
prickly heat. 


ALSO AVAILABLE IN: 
1% oz. tubes, 1 Ib. jars and 5 lb. containers. 


WHITE LABORATORIES, INC. ¢ Kenilworth, N.J. 


For the care of dry, sensitive skin 
pleasingly and efficiently serving 
patient and physician during all seasons 


Super atted 
BASIS? SOAP 
and 
Nivea® Skin Oil 


the surgeon's hand lotion 


LABORATORIES, INC. 


SOUTH NORWALK, CONN., U. S.A. 


Manufacturers of Elastoplast® 
the original elastic adhesive 
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LILLY 
VITAMIN 


WHEN POTENCY COUNTS MOST 


(Pan-Vitamins, Therapeutic, Lilly) 


aids in the rehabilitation of severely 
ill or injured patients 


704011 
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MELACAST 


“Trademark 


check these added advantages: 


ready to use- just dip, squeeze and apply... requires half as many bandages as 


ordinary plaster casts 


correct drying action -—no waiting...allows trimming time, then hardens to 


full strength promptly 


makes more comfortable, better-looking casts —\ighter, thinner, 
smoother... yet much stronger than heavier, clumsier casts of old- 


style plaster 


makes more durable casts -— retains strength despite humidity, never crum- 
bles or grows soggy...resists water, urine, perspiration, mold... 


remains odor-free 
costs less per cast than plain plaster ! 


Next time you need plaster bandages, specify modern, easier-to-use MELACAST in the 


new, plastic-lined moisture-proof package...another outstanding development from 
Surgical Products Division. 


SURGICAL PRODUCTS DIVISION, AMERICAN CYANAMID COMPANY, DANBURY, CONNECTICUT 
PRODUCERS OF DAVIS & GECK SUTURES 
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smooth, sustained 
vasopressor effect 
without 

reported 

tissue slough 


INDICATIONS: acute hypotensive state due 

to spinal anesthesia; hypotension from 

hemorrhage, cardiogenic shock, drug sen- 

sitivity, surgical complications; shock as- 

sociated with brain damage or Infectious 

disease. 

'ARAMINE' is a superior new vasopressor 

agent. Patients in shock respond with in- 

creased glomerular filtration rate, renal 

blood flow and urinary output. 'ARAMINE' 

offers these advantages: 

1. No tissue sloughs, necrosis or thrombo- 
phlebitis reported! 

2. Smooth vasopressor effect—no second- 
ary fall In blood pressure 

3. Choice of parenteral routes—subcuta- 
neous, Intramuscular, intravenous 

4. Smooth and prolonged maintenance of 
blood pressure 

5. Tachyphylactic and hyperglycemic ef- 
fects unreported 

Supplied: in 1-cc. ampuls and 10-cc. vials 

(10 mg./cc.). 

Reference: 1. Circu/ation 13: 834, 1956. 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., INC., PHILADELPHIA 1, PA. 
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FOR EFFECTIVE 
CORTICOSTEROID THERAPY 


three to five times the activity of hydrocortisone 


Supplied: 
mg. and 2.5 mg. scored tablets; us Ip): PARKE. D 

« , DAVIS & COMPANY 

bottles of 30 and 100. = DETROIT 32, MICHIGAN 


*TRADE MARK 


$0160 


She'll appreciate 


‘ in —the cooling, soothing relief of hemorrhoidal 
and perineal discomfort provided by these 
AFTER % extra-soft pads medicated with witch hazel 
and glycerin. 
d EPISIOTO MY Tucks are non-occlusive, non-sensitizing 
4 and will keep the perineal pad from sticking 


AND IN or irritating. 
Tucks may be conveniently kept in the 
HEMORRHOIDS 


patient’s room and may be easily changed 
by the nurse or patient herself. 


Simply print your name, hospital and floor in this space 
and send to us. You'll receive four complimentary trade 
packages of Tucks for use with four patients. 


HOSPITAL FLOOR 


ADDRESS 


uller PHARMACEUTICAL COMPANY ¢ MINNEAPOLIS 16, MINNESOTA 


102 


|, 
| 
| 
FOR PERINEAL PAIN AND ITCHING 
| 
4 ‘ i ‘ 
NAME 


FURADANTIN® INTRAVENOUS SOLUTION 


GRAND OF WITROFURANTOIN 


often rapidly effective: 


in systemic infections such as septicemia (bacteremia), peri- 
tonitis, and other bacterial infections as of postoperative 
wounds and abscesses, when the organism is susceptible to 
FURADANTIN ; in severe genitourinary tract infections when 
the patient is unable to take FURADANTIN by mouth. 


FURADANTIN I.V. has proven dramatically effective—often 
lifesaving—even in infections which failed to respond to 
other autibacterials. It has been administered to adults and 
children alike without serious toxic effects. 


FURADANTIN I.V. solution is dissolved aseptically in a sterile 
diluent at room temperature, just prior to use by intravenous 
drip only. Full dosage instructions and discussion of indi- 
cations and side effects are enclosed in each package. 
FURADANTIN I.V. is now available to all hospital pharmacies. 
NITROFURANS—a new class of antimicrobials— 

neither antibiotics nor sulfonamides 

EATON LABORATORIES, NORWICH, NEW YORK 
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1 Relieves apprehension without blocking perception or de 
pressing the vital functions 

2 Promotes composure and cooperation : 

3 Induces light sleep with easy awakening 

4 Controls nauseo and vomiting prophylactically ani 
therapeutically 

& Reduces analgesic and sedative requirements 


Comprehex:sive literature is available on request. 


HYDROCHLORIDE TAGL 
SUPPOSITO! ‘ES 


Philadeiphis 1, Pa. 


topical anesthesia 


(Pramozxine, Abbott) 


Puts safety first while 
relieving your patient's pain 
and itching. 

More than 15,600 case studies 
showed negligible sensitization 
and no toxicity was observed. 
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THE ORIGINAL TETRACYCLINE PHOSPHATE COMPLEX 


PAT HO 2.701.008 


faster, more certain control of infection 


e A single, pure drug (not a mixture) 
e High tetracycline blood levels 

e Clinically “sodium-free” 

e Equally effective, b.i.d. or q.i.d. 


e Exceptionally free from adverse reactions 


e Dosage forms for every therapeutic need 


BRISTOL LABORATORIES INC., SYRACUSE, NEW YORK 
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Watch for These Outstanding Features 


In Future Issues of 
SURGERY, Gynecology and Obstetrics 


With International Abstracts of Surgery 


ORIGINAL ARTICLES 


OBSERVATIONS CONCERNING THE PERITONEAL FLuiIp IN EXPERIMENTAL STRANGULATED INTESTINAL OBSTRUCTION: 
THE EFFECTS OF ANTIBIOTICS COMBINED WITH IRRIGATION. William O. Barnett, M.D., James C. Griffin, M.D., 
and James D. Hardy, M.D., Jackson, Mississippi. 

ACQUIRED HyPOFIBRINOGENEMIA IN THE NEwsorNn. 7. F. Boyd, Glasgow, Scotland. 

THE PostcoMMIssUROTOMY HyPONATREMIC SYNDROME, ITS NATURE AND TREATMENT. George 7. D’ Angelo, M.D., 
H. V. Murdaugh, Jr., M.D., and Will C. Sealy, M.D., Durham, North Carolina. 

ARTERIOGRAPHY OF THE Upper Extremity. Caldwell 7. Gaffney, M.D., Falls B. Hershey, M.D., F.A.C.S., and 
William E. Allen, Jr., M.D., St. Louis, Missouri. 

Tue Surcicat DiaGnosis AND MANAGEMENT OF DysFUNCTIONAL UTERINE BLEEDING. Equinn W. Munnell, M.D.. 
F.A.C.S., and Ferdinand H. Flick, M.D., New York, New York. 

Tue Use oF SERUM FREEZING Point DEPRESSIONS IN EVALUATING SALT AND WATER BALANCE IN PREOPERATIVE 
AND PosTOPERATIVE STATES. Edwin G. Olmstead, M.D., and Donald A. Roth, M.D., Ph.D., Milwaukee, Wis- 
consin. 

OBSERVATIONS UPON THE EXPERIMENTAL REPAIR OF THE TRACHEA UsinG AUTOGENOUS AORTA, AND POoLy- 
ETHYLENE TuBEs. Joel 7. Pressman, M.D., and Mildred Burtz Simon, Los Angeles, California. 

A Survey oF TONGUE CANCER OVER A 15 YEAR PERIOD IN A GENERAL Hospita.. Donald P. Shedd, M.D., Norman 
L. Schmidt, M.D., and Chu H. Chang, M.D., New Haven, Connecticut. 


COLLECTIVE REVIEWS 


SPONTANEOUS RUPTURE OF THE NoRMAL SPLEEN—A SurGicAL Enicma. Marshall J. Orloff, M.D., and Gerald 
W. Peskin, M.D., Philadelphia, Pennsylvania. 

SurGcicAL EXPERIENCES IN THE TREATMENT OF DuopENAL Inyurtes. H. Warner Webb, M.D., John M. Howard, 
M.D., F.A.C.S., George L. Jordan, M.D., F.A.C.S., and Keith D.7., M.B., F.R.C.S. (Eng.)., Atlanta, Georgia. 

Tue RELATION OF THE LiveR TO SHocK. John M. Erskine, M.D., F.A.C.S., San Francisco, California. 


Abstracts of Current World Literature, Editorials, Book Reviews, The Surgeon at Work, The 
Book Shelf, and other special material will also appear throughout the year. 


I enclose $15.00 for a one year subscription beginning with 


[$2.00 Additional Postage outside United States and Canada] Subscribe To day! 

issue. 

Doctor AN IDEAL GIFT ... 

(PLEASE PRINT CLEARLY) FOR A COLLEAGUE, 

AN ASSOCIATE, 

City Zone State A FRIEND 
D-12 

Special Offer to: 

MEDICAL STUDENT [_] INTERN [_] RESIDENT [_] 


Remit Only $10.00 for a One Year Subscription, New or Renewal 


SURGERY, Gynecology and Obstetrics 


54 East Erie Street, Chicago 11, Illinois 
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EDERLE LABORATO. ISION, AMERICAN. NAM#O COMPANY. PE, R, 


GL-3121 


HYSTERECTOMY FORCEPS 


HEANEY Hysterectomy Forceps. Slender shafts, with short, full curved, tapering 
jaws. Serrations are cut on the bias, with additional single wide tooth and groove for 
secure hold. 8% inches. Box lock. Stainless. 
HEANEY-REZEK Hysterectomy Forceps. Similar to above, but with straight 
jaws. 8% inches. Box lock. Stainless. 
HEANEY-KANTER Hysterectomy Forceps. Modified Heaney forceps with addi- 
tional wide tooth and groove preferred by some operators for more secure hold. 
8% inches. Box lock. Stainless. 
HEANEY-BALLENTINE Hysterectomy Forceps. Modified Heaney clamp with 
grooves in both jaws made to run longitudinally so that tissue must pass through an 
undulating course, increasing traction and giving a more secure bite. 8% inches. 
Box lock. Stainless. 

$29.85 
BALLENTINE Hysterectomy Forceps. Similar to GL-3120, except with straight 
Ballentine jaws, for abdominal hysterectomy. 82 inches. Box lock. Stainless. 


VMUELLER & CO. 


330 South Honore Street 


Dallas e Houston e Los Angeles e Rochester, Minn. 
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Pollack—Tumor Surgery Head Neck 


By ROBERT S. POLLACK, M.D., F.A.C.S. 


Clinical Instructor in Surgery, Stanford Universit y School of Medicine; Clinical Instructor in Surgery 
(Oncology), University of California School of Medicine 


This common-sense approach to a difficult subject 
bridges the gap between general, plastic, ear, nose 
and throat, and oral surgery, and the allied field of 
radiation therapy. Completely clinical throughout, 
it is truly the art of head and neck surgery. 


Operative procedures are accompanied by detailed 
discussions of indications. Clearly presented meth- 
ods of technic are supplemented with a virtual atlas 
of step by step illustrations that show precisely what 
to do—and how to do it. 


New. 101 Pages, 7" x 10". 112 Illustrations on 49 Figures. $5.00 


Lewin—The Back and Its Disk Syndromes 


By PHILIP LEWIN, M.D., F.A.C.S., F.I.C.S. 


Professor of Orthopedic Surgery, Cook County Graduate 
School of Medicine, Chicago, Illinois 


Dr. Lewin gives causes, diagnosis, prevention, treat- 
ment and prognosis of virtually every disorder in- 
volving the back and its related structures. Surgical 
procedures are advocated where such treatment is 
called for, with step-by-step operative technic de- 
scribed and illustrated. 


Neurologic, neurosurgical and roentgenologic as- 
pects are considered fully. A very useful work for 
orthopedic and industrial surgeons, gynecologists, 
obstetricians, and general practitioners. ‘“‘Easy to 
read, is well illustrated and well summarized.” — 
Surgery, Gynecology and Obstetrics. 


2nd Edition. 942 Pages. 371 Illustrations and 4 Plates in Color. $18.50 


Hardy—Eluid Therapy 


By JAMES D. HARDY, M.S. (Chem.), M.D., F.A.C.S. 


Professor and Chairman, Department of Surgery, University of Mississippi; 
Surgeon-in-Chief, University Hospital, Mississippi Medical Center, Jackson 


Dr. Hardy makes excellent use of the many scien- 
tific advances in fluid metabolism as he presents 
a concise consideration of total fluid therapy. The 
management of clinical problems is discussed clearly. 


Throughout this practical book, major physiologic 
factors are examined with a view toward providing 
factual, clinical answers to the questions of how 
much—of what fluid—by what route—how fast! 


255 Pages. 77 Illustrations. 8 Tables. $5.50 


LEA & FEBIGER 


Please send me books indicated: 


Check enclosed. 


WASHINGTON SQUARE, PHILADELPHIA 6, PA. 


Canadian Agent: The MacMillan Co. of Canada Ltd., 70 Bond St., Toronto 


{_] Bill me at 30 days. 


{_] Charge on your easy payment plan. 


{_| Pollack—Tumor Surgery of the Head and Neck 


{| Lewin—The Back and Its Disk Syndromes 
Hardy—Fluid Therapy 


S. G. & O. 12-57 
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NOW AVAILABLE 
A Surgical Library 


SURGERY 
Gynecology Obstetrics 


With International Abstracts of Surgery 


Volumes 1 to 103 
July 1905 to December 1956, inclusive 
in handsome buckram binding, 
gold stamped 

Specially priced at $2200.00 

domestic shipping charges included 


THIS IDEAL LIBRARY for the surgeon may be had in a 
color of buckram of your own choosing and without 
additional charge your name in gold lettering may be 
included on the binding. As it has taken us some time 
toaccumulate these issues we suggest your early inquiry. 


SURGERY, Gynecology ¢> Obstetrics 


54 EAST ERIE STREETe CHICAGO 11, ILLINOIS 
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SALICYLATE* 


(Brand of carbazochrome salicylate) 


The reports of numerous investigators have established the effectiveness of 
Adrenosem Salicylate in the control of bleeding. It has been used prophylactically 
and therapeutically in virtually every operative procedure. Following are some of the 
procedures and conditions where its usefulness has been demonstrated: 


Tonsillectomy, adenoidectomy and nasopharynx surgery ALSO: 


i Idiopathic 
Prostatic, bladder and transurethral surgery 


Excessive postpartum bleeding and uterine bleeding pine eg 


i Hemoptysis 
Thoracic Familial telangiectasia 
Plastic surgery Pulmonary bleeding 


Gastrointestinal bleeding menorrhagia 


*U.S. Pat. 2581850; 2506294 


MASSENGILL 
Briste!, Tennessee 
Mew York Kansas City 
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One of the many uses of | renosem: 


SALICYLATE 


Adrenosem Salicylate is useful in every operative proce- 
dure where bleeding and oozing are problems. This hemostatic 
agent controls blood loss by maintaining normal capillary 
permeability and by promoting the retraction of severed 
capillary ends. 


One clinician states: ““At the recommended dosage levels 
there are no contraindications. Patients treated for more than 
two years show no toxic effects attributable to the drug.’”! 


Adrenosem Salicylate is supplied in 


1. Riddle, A.C., Jr.: Adrenosem Ampuls 
Salicylate: A Systemic Hemostat, Tablets 

Oral Surg., Oral Med., Oral Path. 

6:617 (June, 1955). and as a Syrup 


Vaginal hysterectomy. Vaginal hysterectomy. 
Without Adrenosem. Note bloody field. With Adrenosem. Note dry field. 
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What is a Censible Breakfast 


IN POSTSURGICAL NUTRITION 
oatmeal finds a well-merit- 
ed place as soon as feed- 
ings no longer need be 
limited to clear liquids. Its 
high nutrient value and 
blandness aid in rapid, un- 
eventful re-alimentation. 


*WHEN THE DAY’S CALORIE ALLOWANCE IS 
1400 CALORIES OR LESS PER DAY 2400 CALORIES PER DAY 3000 CALORIES OR MORE PER DAY 


‘The division of his day into periods for productive 
work, for play, and for sleep makes man fare best 
when his total daily food intake is distributed over 
three sensibly organized meals. 


Since a high percentage of adolescents and adults 
forego or skimp breakfast, the physician might well 
point out the need for a sensible breakfast: a meal 
which provides energy for a morning of productive 
work, which allays hunger until the noon meal, 
which supplies an adequate share of the day’s 
nutrient requirements, and which consists of invit- 
ing, easily digested foods. 


A dish of oatmeal helps fulfill the requireraents of 
such a breakfast: It provides readily available 
energy; it helps to allay hunger throughout the 
morning; it makes a notable contribution to the 
day’s nutritional needs; it fits into virtually every 
breakfast, including most of those especially low 
in calories. * 


Oatmeal is richer in protein than other whole- 
grain breakfast cereals. None are as high in thiamine 


as oatmeal. Also, oatmeal provides other B-complex 
vitamins. Its mineral content, especially of iron and 
phosphorus, rates it among the leaders. 


Its delicious taste and easy digestibility further 
qualify oatmeal as an ideal “‘habit food” for a 
sensible breakfast. 


Quaker Oats and Mother’s Oats, the two brands 
of oatmeal offered by The Quaker Oats Company, 
are identical. Both brands are available in the Quick 
(cooks in one minute) and the Old-Fashioned vari- 
eties which are of equal nutrient value. 


Breakfast Breakfast Breakfast 
Approximately 300 Calories Approximately 500 Calories Approximately 700 Calories 
Orange juice, 4 oz. Orange juice, 4 oz. Orange juice, 4 oz. 


Oatmeal, 1 oz. Oatmeal, 1 oz. Oatmeal, 1 oz. 
Skim milk, 4 02. Milk, 4 oz. i oz. 
Sugar, 1 tsp. Sugar, 1 tsp. Sugar, 1 tsp. 


Toast, 1 slice One egg 
lightly buttered 


+For children substitute 4 oz. skim milk 


Toast, 2 slices Ba 
Coffee without cream or sugar with butter or jelly —— 


’ $Coffee with cream and sugar with butter or jelly 


The Quaker Oats @mpany ———— 


Two eggs 


Toast, 2 slices 


¢Coffee with cream and sugar 


CHICAGO 
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new point gives unparalleled” 
cedle handling 


i 


stability i 


THE SHARPNESS AND ORIENTATION OF ° 
THE DEKNATEL “K” NEEDLE PENETRATING 
POINT AFFORDS THESE ADVANTAGES: 


e@ BENDING OF NEEDLES MINIMIZED OR ELIMINATED. 
The point engages the tissue immediately and advancement 
is made with minimum effort. 


e@ NEEDLE HOLDER STABILITY IS MAXIMAL. Since very 
little force is needed to advance the point, twisting in the 
holder is decreased or eliminated entirely ...no matter at 
what angle the Deknatel “K” Needle is held. 


e@ HEMOSTAT BECOMES A NEEDLE HOLDER WHEN 
DESIRED. Because of the ease of passage, the force of 
needle holder jaws is not necessary to stabilize the Deknatel 
“K” Needle. Any ordinary clamping instrument will do. 


TECHNIQUES EASILY ACCOMPLISHED 
WITH THE DEKNATEL “K” NEEDLE: 


@ FINEST APPROXIMATIONS OF SKIN WOUNDS. Because 
of the orientation of the point the very edges of skin are 
sutured with ease, producing superior cosmetic results and 
decreasing the scarring potential. 


For samples, write— 


inn 


SKIN CLOSURES WITH FINER GAUGE NEEDLES THAN 
EVER USED BEFORE. Closure is readily made with a 6-0 
arteriovascular needle, one of the finest gauge needles. 


EXTREMELY FINE PICKUP WITHOUT TEARING OR 
CUTTING OUT OF TISSUE: — 


Subcuticular bites. The absence of cutting edges and the 
orientation of the point allows the pickup of finest sections 
with minimal trauma. 

Bleeders on the surface of the periosteum and trachea. 
Sutures can be passed through the finest of layers without 
tearing by the needle. 

Mucosal layers. Picked up with almost microtome thinness, 
as in the LeForte operation. 


PENETRATION OF CARTILAGE WITH THE SMALLEST 
POSSIBLE HOLE, such as costochondral junctions and 
trachea. A 6-0 arteriovascular needle easily penetrates the 
bronchus. “It goes through the bronchus like butter!” 


PASSING OF RETENTION SUTURES. It is no longer nec- 
essary to wrestle a needle through tissue. The Deknatel “K” 
Needle does not “fight” you. 


PASSAGE THROUGH AN ARTERIOSCLEROTIC PLAQUE. 
The Deknatel “K” Needle is sharp enough and tough enough 
to penetrate the calcification. 


SAME NEEDLE FOR PERITONEUM, MUSCLE, FASCIA 
AND SKIN. The absence of cutting edges on the Deknate! 
“K” Needle outmodes the necessity for changing from tape* 
to cutting edge needles. The Deknatel “K” Needle is ali- 
purpose in closure. 


DEKNATEL 96-24 222 STREET, QUEENS VILLAGE 29, N. Y. 


Pa 

ENDING 
... STARTS AS “AN EXTREMELY SHARP PENETRATING POINT 
... CONTINUES AS A TAPER POINT—NO CUTTING SIDES 

4 


...mild antidepressant, to 
amphetamine, brightens outlook and 
renews vigor — with little or no 


effect on appetite or blood —— 


C 1-B summit, 


(methyl-phenidylacetate hydrochloride cipa) 
... mild antidepressant, unrelated to 


amphetaminerbright ns outlook and 
renews vigor — with little or no 


JMMIT, N 


| for the pstoperati 


(methyl-ph dill yd 


mild intidepressant, 
amphetamine, brightens outlook and 


renews vigor — with little or no” 


ite or 
€ 1-B 


SUNMIT, N. J 


me hydrochloride C 
id 
h little or | 


| brighten the day brighten the da | 
for the moody patient... atient 
A | 
brighten the day brighten the day 
| 1 patient for the convalescent patient.. | 
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REPLACEABLE BLADE 


COLLEGE OF 
PHYSICIANS AND SURGEONS 


COLUMBIA UNIVERSITY 
Eye Knife 
SECOND ANNUAL 
UNIFORM ¢ STURDY 
POSTGRADUATE COURSE 
ORTHOPAEDIC SURGERY DELICATELY 
January 6-10, 1958 


COLUMBIA-PRESBYTERIAN 
MEDICAL CENTER 


168TH STREET & BROADWAY 
New York 32, NEw YorK ©)\Lundsgaard £2.50 
Frank E. Stinchfield and Staff 


For Information Write: 


DEAN OF POSTGRADUATE MEDICINE CAL. HNIVIES 
COLLEGE OF PHYSICIANS & SURGEONS 


630 WEST 168TH STREET Caawe 
NEW YORK 32, NEW YORK: 


WALTHAM 54 6 


THE BOYES-PARKER 
HAND OPERATING TABLE 


A Mutual Investment Fund 


Check (\/) for the prospectus 
and descriptive literature 

you would like to receive: 
UNITED SCIENCE FUND 
UNITED INCOME FUND 
UNITED ACCUMULATIVE FUND 


UNITED CONTINENTAL FUND 


Collapsible, a to any 

table. Eliminates tension a strain 
during hand surgery operations cutting 
down operating time by 20%. 
Removable stainless steel pan facilitates 
washing. Pull-out instrument rd. 
Special surgery stool reduces operator 
fatigue. 


(Write for complete information ) 


RICHARDS MANUFACTURING CO. 
756 MADISON AVENUE 
MEMPHIS, TENNESSEE 


WADDELL & REED, inc. 
Principal Underwrit 
e Offices Coast to Coast e 


20 WEST 9TH, KANSAS CITY 5, MO. 
40 WALL ST., NEW YORK 5, N. Y. 


| 
| 
| 
O 
| 
2 
| 
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smooth, sustained 
vasopressor effect 
without 

reported 

tissue slough 


INDICATIONS: acute hypotensive state due 

to spinal anesthesia; hypotension from 

hemorrhage, cardiogenic shock, drug sen- 

sitivity, surgical complications; shock as- 

sociated with brain damage or Infectious 

disease. 

'ARAMINE' is a superior new vasopressor 

agent. Patients in shock respond with in- 

creased glomerular filtration rate, renal 

blood flow and urinary output. 'ARAMINE' 

offers these advantaccs: 

1. No tissue sloughs, necrosis or thrombo- 
phlebitis reported! 

2. Smooth vasopressor effect—no second- 
ary fall In blood pressure 

3. Choice of parenteral routes— subcuta- 
neous, intramuscular, intravenous 

4. Smooth and prolonged maintenance of 
blood pressure 

5S. Tachyphylactic and hyperglycemic ef- 
fects unreported 

Supplied: in 1-cc. ampuls and 10-cc. vials 

(0 mg./cc.). 

Reference: 1. Circu/ation 13: 834, 1956. 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., INC., PHILADELPHIA 1, PA. 
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THREE TO FIVE TIMES THE ACTIVITY OF CORTISONE 


supplied: 5 mg. and 2.5 mg. scored tablets; 
bottles of 30 and 100. 


‘|p: 
td 


PARKE, DAVIS & COMPANY « DETROIT 32, MICHIGAN 


*TRADE MARK 


MADE IN ENGLAND 
Correct in the Details 
That Make Perfection! 


VITAL to good performance in a surgeons’ needle is the con- 
struction of eyes and points. The eyes must be streamlined, yet 
open enough to thread easily and sturdy enough to stand 
suturing strain. Points must be correctly shaped, smoothly fin- 
ished. Entire needle must be precision tempered to avoid 
bending or breaking. 


BERBECKER Surgeons’ Needles embody these qualities because 
they are the product of English needle specialists whose needle- 
making knowledge is a father-to-son inheritance. Best proof is 
the fact that BERBECKER Surgeons’ Needles are used in hos- 
pitals in every state; in a large percentage of instances, they 
are the only needle used. 


Available NOW—At all Surgical Supply Dealers 
JULIUS BERBECKER & SONS, INC., 15A E. 26th St., New York 
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NEW 
INSTRUMENTS 


DEBAKEY FEMORAL BY-PASS TUNNELER 


For use in the by-pass operation for segmental occlusive disease of the 
iliac and femoral arteries, this instrument is designed with a slightly 
malleable stainless steel bar with a handle on one end and an olive tip 
dilator on the other. This blunt end, introduced through one of the in- 
cisions, is inserted through the subcutaneous tissue into the other incision. 
A by-pass graft end is then attached by a simple ligature to the olive tip 
end of the instrument which is withdrawn, pulling the graft through the 
subcutaneous tunnel connecting the two incisions. 


B1475 DeBakey Femoral By-Pass $12.50 


BURFORD-FINOCHIETTO INFANT-CHILD RIB SPREADER 


This instrument is equipped with interchangeable blades, an im- 


portant feature that eliminates the need for more than one spreader. 
Smaller-scaled and lighter weight than the adult size, it provides a 
614” spread with the four pairs of interchangeable stainless blades, 
sized as follows: 34” deep by 1” wide, 1%” deep by 114” wide, 
116” deep by 134” wide, and 174” deep by 1%4” wide. 
Th 224 Burford-Finochietto Infant-Child Rib Spreader and 

4 pairs of interchangeable blades................. $98.00 


COOLEY-PONTIUS STERNAL BLADES 


These sternal blades fit Pilling-made Burford rib spreaders 
. to provide the exposure necessary in transverse division 
of the sternum in a bilateral anterior thoracotomy, de- 
seribed in J. Thoracic Surg., July 1957. Orders must 


specify model of rib spreader to be used in order to insure 


proper fit of blades. 
Th 220-A Cooley-Pontius Sternal Blades, 
ceorcE vp. PILLING « son co. 
3451 Walnut Street « Philadelphia : 


Pilling New York Office—4 W. 56th St., N.Y. 19, N.Y., Circle 5-8125 
George S. Weigand, 4988 Reforma Rd., Woodland Hills, Calif. 
James M. Francisco, 4412 E. Broad St., Columbus 13, Ohio 
CABLE ADDRESS: Surgical-Phila. 
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after Mast 


“surprisingly 
simple” 


breast 
form 


restores Normal Contour 
Natural Alignment 
Life-like Motion 
Self Confidence 


through balancing weight compensation 
and natural fluidity of motion 


adaptable to any brassiere, even bathing suit 


Recommended by leading doctors because of its ex- 
cellent cosmetic results and its ability to meet the 
patient’s previously overlooked physiological needs. 
Available in 24 sizes. Expertly fitted in leading 

Stores throughout the United States and Canada 

Patented U.S.A. & Foreign Countries 


IDENTICAL FORM, 
17 West 60 St., New York 23, N.Y. 


Please send professional literature 
and list of authorized dealers. 


Address 


$G 
City Zone. State 


ectomy 


abdominal cradle 
maternity supports 


To meet today’s demands . . . both 
of doctors and their prenatal 
patients ...Camp has created 
lightweight additions to its basic 
line of scientific maternity gar- 
ments. Designed to embody the 
best features of scientific support 
for which Camp has been respect- 
ed for half a century, these gar- 
ments offer the expectant mother 
the special Camp reinforced sup- 
porting feature upholding the low- 
er abdomen extending over hips to 
back (the abdominal cradle) and 
Camp's exclusive expansion ad- 
justments. 


Camp’s hook ex- 

pansion . . . five 

rows of tapering 

eyes with hook- Camp’s curved 

ing side adjust- side lacers for 

ment. convenient adjust- 
ment during 
growth in preg- 
nancy. 


SUPPORTS APPLIANCES 


JACKSON, MICHIGAN 


TAN 
prescribe 
CAMI 
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relief in urinary tract infections 


AZO GANTRISIN 


ROCHE® 


4 a 
i 


in addition to safety and effectiveness 
what more can you ask...? 


AZO GANTRISIN 


ensures rapid objective and subjective 


relief in urinary tract infections 


1. Azo Gantrisin embodies the objective values of Gantrisin 
... Wide antibacterial spectrum 


... Obviates the need for alkalies and fluids 


... @ffective plasma and urine levels. 


2. And the subjective benefits of the azo-analgesic factor 
... relief of pain and its inhibiting effect on micturition 


Consider the use of Azo Gantrisin preventively as well. 


Dosage: Two tablets 4 times daily, or as directed. 


ROCHE LABORATORIES 


DIVISION OF HOFFMANN-LA ROCHE INC - NUTLEY 10. N. J. 


GANTRISIN®—BRAND OF SULFISOXAZOLE 


x 


in PREMENSTRUAL TENSION 


Relief of depression, abdominal bloating, general malaise 
—symptoms of premenstrual distress—is often achieved 
simply by controlling the occult edema frequently in- 
volyed in this syndrome. A single daily tablet of Diamox 
mobilizes the edema and prevents fluid accumulation as 
well. Given in the morning, DIAMOX does not interfere 
with sleep nor does it upset the estrogenic pattern. Just 
4—1% tablets daily, depending on weight, for 5 to 10 
days before menstruation, or at the onset of symptoms, 
helps restore physical and emotional well-being. 


Supplied: Scored Tablets of 250 mg. Ampules of 500 mg. for parenteral use. 
Syrup: bottles of 4 fluid ounces, 250 mg. per 5cc. teaspoonful, peach flavor. 


non-mercurial diuretic 


Acetazolamide Lederle 


U Lederie) LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER. N. Y. 
*Reg. U.S. Pat. Off. 


e 
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CATHOZOLE is a trademark of Merck & Co., Inc. 


NOW 
a bactericidal 


urinary 


bitamethyitniadiazole) 


Antibacterial spectrum: 'CATHOZOLE' Is 
bactericidal and has an exceptionally broad 
antibacterial spectrum. It is highly effective 
against the most frequent and even against 
some of the most stubborn urinary tract 
infections (CE. coli, P. vulgaris, pseudomonas 
and staphylococcus). 


Speed of action: Pain, frequency, burning 
and irritation usually subside within 24 
hours. 

Urinary tract concentration: Achieves ef- 
fective levels, higher than those attained 
with any other urinary tract antiseptic. 
Solubility: Highest solubility and /owest acety- 
lation of any available urinary tract anti- 
septic. Less hazard of crystalluria. 


Tolerance: Oral dosage forms well toler- 
ated. Relatively rare side effects. 
Indications: Acute and chronic, uncomplicated 
and resistant urinary tract infection in young and 
old. No cross resistance with other urinary tract 
antiseptics. 

Supplied: Tablets 'CATHOZOLE'—iIn bottles of 24 
and 100 tablets, each containing 125 mg. 'Catho- 
mycin'Novobiocin (as sodium novobiocin) and375 
mg. sulfamethyithiadiazole. 


MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., INC., PHILADELPHIA 1, PA. 
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or | progestational agent With NORLUTIN you can now pre- 
with scribe truly effective oral progesta- 

unexcelled potency tional therapy. Small oral doses of this 

anil new and distinctive progestogen pro- 


duce the biologic effects of injected 
unsurpassed efficacy progesterone. 


THE OGENIC EFFECT 


4.When NORLUTIN was administered to 
patients with uniphasic temperature 
curves and menstrual irregularities 
a rise in basal temperature occurred.* 


major advance in female hormone therapy —=—'N°'CATIONS FOR NORLUTIN: conditions 
for certain disorders involving deficiency of progestogen, such as 


primary and secondary amenorrhea, men- 
strual irregularity, functional uterine bleed- 
ing, endocrine infertility, habitual abortion, 
threatened abortion, premenstrual tension, 
and dysmenorrhea. 


of menstruation and pregnancy 


PACKAGING: 5-mg. scored tablets (C. T. No. 
882), bottles of 30. 


*Greenblatt, R. B.: J. Clin. Endocrinol. 16:869, 1956. 


PARKE, DAVIS & COMPANY: DETROIT 32, MICHIGAN « 50192 
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NEW YORK UNIVERSITY 
Post-Graduate Medical School 


offers to surgeons 


BASIC PROBLEMS IN 
CANCER THERAPY 


A fuli-time course of twelve days’ dura- 
tion for qualified surgeons, January 
20 through February 1, 1958, on the 
basic problems of cancer therapy. 
Early diagnosis and modern methods 
of surgical therapy are discussed in 
didactic lectures and case demonstra- 
tions. The operative technique of block 
lymph node dissections and radical 
surgery for cancer of the head, neck, 
thorax, breast, abdomen, and extremi- 
ties is stressed in cadaver demonstra- 
tions. Given under the direction of Dr. 
David Lyall. Maximum class 20. Tui- 
tion: $200.00. 


For further information: 


OFFICE OF THE ASSOCIATE DEAN 
NYU POST-GRADUATE MEDICAL 
SCHOOL 


550 FIRST AVENUE, NEW YORK 16, 
NEW YORK 


You need only ONE assistant when you use 


SMITH 


SELECTIVE RETRACTOR 
(Patent Pending) 


Big CLINIC Help for SMALL Hospitals 


~ 


The Smith Retractor does ALL the retracting 


Complete Description on Request 
Exclusive Distributors 


104 BROOKLINE AVEN | MASSACHUSETTS 


PeRUSH 
MEDULLARY PIN 


PATENTEO 


ONLY BY 


Ann Woodward 


Director 


Instead of 
Multiplying the 
Work Load... 


—more and more surgeons, we discover, are prescribing for them- 
selves periodic release from routine—implemented by the logical 
expedient of locating a qualified associate. With the aid of our 
highly organized search and information service, plus a continuing 
registration of competent surgical and medical men in all fields and 
of varied experience, many satisfactory professional associations 
have been initiated in the Woodward Bureau. 


Why not investigate this service now—without committing yourself 
to any person or plan till you meet the man who fits your needs? 
Simply describe him to us, as you see him, by letter, telephone or wire. 


. . . End result—leeway to choose your own vacation or travel 
periods, and a fresh approach to problems afterward! 


Come to think of it, do you know a single vacation you can prescribe that 
will benefit so many of your patients???? 


61ST YEAR 
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in secondary bacterial complications 
of viral upper respiratory infections 


te 

® 
Philadelphia 1, Pa. 
Oral Penicillin with Injection Performance 


«pneumococcal invaders” 
ry 
z 
a 
Penicillin V, Crystalline (Phenoxymethy! Penic!ilin), Wyeth 


-> 


STOCKHOLM 
For professional inspiration... ATTEND ~@cx 7 
THE AMERICAN COLLEGE OF SURGEONS \, oad 
SECTIONAL MEETING GOTHENBURG 4 
IN STOCKHOLM, SWEDEN "a 


JULY 2-6, 1958 
<< <<< <@ 


For professional recreation. ..take 
the exhilarating S. S. STATENDAM CRUISE 
/ —leaving New York June 20, 1958 for Oslo... 
Gothenburg . . . Stockholm . . . Helsinki... Visby .. . 
J Copenhagen . . . Queensferry . . . Southampton... 
arriving New York July 29, 1958— 
SOUTHAMPTON 


or any one of 1] delightfully different American Express 
— tour itineraries visiting the principal countries and 
Kc important cities of Europe. 


Make your reservations quickly. Descriptive literature now available. 
See your local Travel Agent at once for particulars or write to: 


This map illustrates one of 
many American College of 


tours especiall 
American EXPRESS TRAVEL SERVICE 


65 Broadway, New York 6, N. Y. or 20 So. Michigan Ave., Chicago 3, Ill. 
PROTECT YOUR TRAVEL FUNDS WITH AMERICAN EXPRESS TRAVELERS CHEQUES — SPENDABLE EVERYWHERE 


SINKI 
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PHOSPHORUS-FREE CALCIUM. 
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PRECALCIN® products recognize the need for 
adequate CALCIUM intake during pregnancy. 
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